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The editors of GerIATRics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 
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article should accompany the manuscript. 
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TO THE AUGUST ISSUE 


ee Emotional factors appear to be responsi- 
ble for disturbance in fat metabolism and 
blood coagulability and for an increased 
receptivity of the vascular wall to cholesterol, 
says Henry I. Russek, consultant in cardio- 
vascular research, United States Public Health 
Service Hospital, Staten Island, New York, 
writing on Emotional Factors in Athero- 
sclerosis. Emotional stress of occupatiozal 
origin in combination with a high fat diet 
seems closely correlated with the staggering 
incidence of coronary heart disease. 


yl There are many Common Problems of 
Clinical Psychology and Audiology in Geri- 
atric Rehabilitation, writes Ira Belmont, ex- 
ecutive assistant and associate in psychology, 
Department of Physical Medicine and Re- 
New York Medical 
Metropolitan Medical Center. 


habilitation, College— 
A_ principal 
difficulty in estimating dysfunction in the 
older patient is that his responses are often 
a poor reflection of his receptive capacities. 
The factor or personality influences should 
be considered in interpretation of test re- 
sults. Data on the patient’s own environment 
should also be included. 


M@ S. Leon Israel and John GC. Mutch, De- 
partment of Obstetrics and Gynecology, 
Graduate School of Medicine, University of 
Pennsylvania, writing on Endometrial Car- 
cinoma in Elderly Women and Its Relation 
to Functioning Ovarian Tumors, say that 
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U.S. Patent Office. Louis M. Cohen, Publisher. Virginia L. 
Dustin, Managing Editor. Maurice Wolff, Business Manager. 
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evidence indicates that estrogen is the stimu- 
lus for hyperplasia of the endometrium and 
that endometrial carcinoma is preceded by 
active (adenomatous) hyperplasia. Although 
the association of biologically active ovarian 
tumors with endometrial malignancy is more 
frequent in elderly women than can be ex- 
plained by chance alone, such carcinogenesis 
probably involves a much more complex en- 
than 


docrine-metabolic-genetic disturbance 


the mere presence of estrogen. 


Wi In his second article on employment and 
preretirement problems, Charles C. Odell, 
director, Older and Retired Workers Depart- 
ment, U.A.W., discusses Job Counseling and 
Placement Services for Persons Over 40, such 
as publicly supported services, self-help serv- 
ices, privately financed nonprofit organiza- 
tions, private, fee charging agencies, volun- 
tary women’s organizations, sheltered and 
part-time employment, and community serv- 
ices. By working closely together, the doctor 
and vocational expert can do much to over- 
come roadblocks to employment for older 
workers who are also physically disabled or 
slowed down. 


BH Clinicians have long been perplexed by 
occasional instances of the Aortic Arch Syn- 
drome, with interference of blood flow 
through arteries of the aortic arch, accord- 
ing to Franz-Joseph Sanen, Taunton State 
Hospital, Massachusetts, and Robert D. Bu- 
siek, Veterans Administration Hospital, Buf- 
falo. This syndrome offers excellent oppor- 
tunity for the clinician to evaluate and treat 
cerebrovascular deficit, the primary mani- 
festation of the disorder, and to understand 
pathologic changes of cerebral anoxia. 
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Your Patient’s Hearing Loss 
-and the Type Hearing Aid Needed! 


125 


If this were your patient’s audio- 
gram, which type of hearing aid 
would you recommend? It is 
taken from the case history of a 
32-year-old bookkeeper whose 
hearing loss was diagnosed, at age 
19, as otosclerosis, with little or 
no perceptive component. In con- 
sultation with his doctor, the pa- 
tient decided against surgery. 


Clinical findings: Ave. loss, R: 
33°db, L: 4 db, B:B:A.: 33 db, 
SRT: 35°db; MCL: 55 db, ‘TD: 
100 db. Discrimination: L: 92%, 
R: 94%. 


Prognosis: Patient should adapt readily 
to moderate gain hearing aid, air conduc- 
tion type. 


Recommendations: Any of these five 
Zenith Hearing Aids: Zenith “Citation” 
or “Challenger” Eyeglass Hearing Aid. 
At-the-Ear Zenith “Diplomat” with L-1 
earphone, or “Ambassador.” Moderate 
gain conventional Zenith Hearing Aid— 
“Crusader” model in “M” tone setting. 
This report is but one of the many 
typical cases described in a helpful new 
book, prepared especially for the medical 


"LIVING SOUND" 
HEARING AIDS 
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profession by the Hearing Aid Division 
of Zenith Radio Corporation. 


Now available ... a valuable reference 
book designed to help you recommend 
the right type of hearing aid for your 
patients. Besides the actual typical case 
history outlined above, Zenith’s book, 
“Which Type Of Hearing Aid For Your 
Patient?”, describes many other cases, 
and lists the appropriate Zenith Hearing 
Aid. Also contains a complete description 
of all types of Zenith Hearing Aids and 
their uses. 











6501 Grand Ave., Dept. 
Please send me at once a free copy of your new 


book. “Which Type Of Hearing Aid For Your 
Patient?” published by Zenith Radio Corporation. 


NAME 


ADDRESS 


---— SEND FOR YOUR FREE COPY TODAY! --- 


Zenith Radio Corporation, Hearing Aid Divisien, 
97U, Chicago 35, Ill. 
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Nutrition and Atherosclerosis 

LOUIS N. KATZ, M.D., JEREMIAH STAMLER, M.D., 
and RUTH PICK, M.D., 1958. Philadelphia: Lea & 
Febiger. 146 pages. Illustrated. $5. 

This is the best summary we have seen of 
the rapidly growing literature on athero 
sclerosis and its control with diet. There is 
a bibliography of 787 titles in this well writ- 
ten book, and the data are presented in a 
concentrated form. All statements are well 


documented from the literature. 


The authors are properly conscious of the 
fact that many statements that are made for 
some months or a year or two later prove to 
have been more or less wrong. For instance, 
it does not appear now that the adding of 
unsaturated vegetable oils to a diet will pro- 
tect the person from atherosclerosis. ‘The au- 
thors conclude, however, that there is a close 
relationship between the level of cholesterol- 
emia and the devolopment of atherosclerotic 
disease on the one hand and between a pat- 
tern of diet and a level of cholesterolemia 
on the other 

The authors feel that the person threat- 
ened with atherosclerosis and coronary heart 
disease should avoid eating large amounts of 
animal fat, particularly saturated fats, and 
that he should avoid fried foods and salads 
with cheese or sour cream dressing. He should 
not keep adding butter, margarine, or cream 
to vegetables, and, for desserts, he should 
eat fruit instead of pie, cake, or ice cream. 
Overweight persons should reduce their total 
caloric and fat intakes and try to cut down 
the total calories obtained from fats to 20 
or 25 per cent. The usual breakfast of bacon, 
eges, buttered toast, and creamed coffee 
should be avoided. Breakfast should consist 
more of fruit, fruit juices, whole grain cere- 
als, skim milk, and waffles or wheatcakes pre- 
pared with vegetable oil and skim milk and 
eaten with honey, jam, or marmalade. At 


other meals, meat, if it is lean and has the 
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fat trimmed off, can be eaten in moderation. 


There should be no rich, fat-laden gravies 
and sauces. Poultry and seafoods can be used 
if cooked simply, and there should be an 
ample intake of vegetables and fruits. 

The authors feel that anyone who has 
suffered from clinical episodes of athero- 
sclerotic disease, such as angina pectoris, mild 
cardiac infarction, and certain forms of cere- 
brovascular diseases, should diet, as should 
those who are obese or hypertensive or have 
hypercholesterolemia, diabetes mellitus, or 
some renal damage. 

The authors feel that if atherosclerosis 
can be prevented, its results in the heart and 
brain can be prevented. 

WALTER CG. ALVAREZ, M.D. 


The Chemistry and Chemotherapy of 
Tuberculosis 
ESMOND R. LONG, M.D., 1958. Baltimore: Williams 
& Wilkins Co. Third edition. 450 pages. $12. 
This monograph, which serves as a handbook 
to a vast amount of informative material, is 
presented to the reader in very readable 
form, with the help of a well arranged table 
of contents. The author is a scientist’s scien- 
tist who has devoted practically his entire 
life to the subject of tuberculosis. As director 
of the Phipps Institute for the study, treat- 
ment, and prevention of tuberculosis, he 
has inspired and guided much work pub- 
lished by others. He has the gift of digesting 
the various sides of the controversies in com- 
plex and debatable investigations and _pre- 
senting them in an intelligible manner to 
readers much less expert than he. 
Chemistry of the tubercle bacillus is the 
subject of the first section, which contains 
14 chapters, each with a bibliography, de- 
voted to discussion of the latest work on 
enzymes, virulence, electrophoresis, and so 
on. The second section, in which chemical 


(Continued on page 39A) 
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In senile anaiety 


VISTARIL xx 
helps you calm him—safely 


PRONOUNCED CALMING ACTION: “Among the agitated seniles [treated with 
hydroxyzine]...75 percent showed improved conduct and interpersonal relations...’”! 


PROVEN SAFETY: In many long-term studies, hydroxyzine [Vistaril] has been 
administered to thousands of patients for extended periods without any toxic or 


untoward reactions,2-7 


One 50 mg. tablet of Vistaril q.i.d. will help your next patient suffering from anxiety 
problems to renew normal relationships with other human beings. 


Pfizer) Science for the world’s well-being 


Pfizer Laboratories, 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, N.Y. 


REFERENCES: 1. Settel, E.: Am. Pract. & Digest Treat. 
N:1584 (Oct.) 1957. 2. Smigel, J. O., et al.: J. Am. Geri- 
atrics Soc. 7:61 (Jan.) 1959. Ayd, FE. J., Jr.: New York 
J. Med., 57:1742-1747 (May 1957. 4. Cohen, S.: Am. 
Pract. & Digest Treat. 8 :946-947, (June) 1957. 5. Shalo- 
witz, M.: Geriatrics, 2:312-315 (July) 1956. 6. Ayd, 
EF. J., Jr.: International Symposium on Psychotropic 
Drugs, Milan (May) 1957. 7. Garber, R. C., Jr.: 
Florida M. A., 45:549-552 (Nov.) 1958. 
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(Continued from page 34A) 


changes in the tuberculous host are discussed, 
has 9 chapters which include most instructive 
analyses of cortisone, thyroid, vitamins, nu- 
tritional influences, and so on. The physician 
and the nonspecialist are given a simply 
stated, over-all view of the very essence of 
the matter in this superb section. In the final 
section, which deals with chemotherapy, each 
drug is discussed in adequate detail following 
a brief historical survey. The chemical form- 
ula, properties, method of use, and _ possible 
dangers are described with authority and 
clarity. There is an appendix at the end en- 
titled Identified Constituents of Mycobacte- 
ria, in which the quintessence of several hun- 
dred review articles is presented in a mere 8 
pages. 

All in all, this is really a new book rather 
than a third edition. It is the definitive 
monograph on an enormously important sub- 
ject, and it is as up to date as any work of 
this type can be in a rapidly expanding 
field. Thus, on page 343, Dr. Long merely 
mentions usnic acid in a rather negative way 
and says nothing about ecmolinium. Yet, | 
have run across some literature by the Rus- 
sians in which they have paid much atten- 
tion to both compounds. Ecmolinium, espe- 
cially, has intrigued them, as it is an anti- 
biotic that by itself seems to be ineffective 
but in conjunction with other chemicals 
makes bacterial resistant strains either fail to 
develop or become less noticeable. This is 
especially important with streptomycin. Of 
course, Dr. Long will take notice of this work 
when it becomes available to him. 

Regrettably, the binding and the printing 
are unworthy of the splendid contents, and 
a few color plates would have been very wel- 
come, especially in the histologic section. 

Every tuberculosis specialist and every hos- 
pital library as well as many internists, bi- 
ologists, and others will be buying this won- 
derful work. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 
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Obstetrics and Gynecology 

J. ROBERT WILLSON, M.D., CLAYTON T. BEECHAM, 
M.D., ISADOR FORMAN, M.D., and ELSIE REID CAR- 
RINGTON, M.D., 1958. St. Louis: C. V. Mosby Co. 580 
pages. Illustrated. $10.75. 

This constitutes a textbook which is intended 
principally for medical students but which 
can also be used as a reference by general 
practitioners and young men specializing in 
this field. The pages from 447 to 580 are al- 
most entirely gynecologic, and the first 150 
pages can also be looked upon as containing 
essential information for the gynecologist. 

These authors had prepared a mimeo- 
graphed summary of the courses in obstetrics 
and gynecology which were being given to 
the third- and fourth-year students at Tem- 
ple University. They then decided to use 
this as the basis of a textbook. They did not 
wish it to be either an outline or a synopsis 
of obstetrics and gynecology, and they wanted 
to stay away from the encyclopedic type of 
book. They have, therefore, come up with a 
textbook which fits somewhere between these 
two extremes. 

There is very little space devoted to geri- 
atric gynecology, but the attitude taken could 
be called a conservative one, and, since medi- 
cal students do not begin to have older pa- 
tients for some time, one can appreciate why 
only the bare essentials are included. The 
authors advocate six-month examinations for 
all older women; they admit that small doses 
of estrogen, too small to inhibit the pituitary, 
may control flushes successfully; and they 
also advocate the wise use of combined estro- 
gen and androgen. 

The authors have a very good attitude 
toward cesarean hysterectomy, which is stim- 
ulated by many papers and reports coming 
especially from Roman Catholic hospitals, 
where, for some reason unknown, the pro- 
cedure is advocated for sterilization alone. 
On page 443 the authors state, “Cesarean 
section followed by removal of the uterus is 
indicated if there is a definite reason for 
hysterectomy, for example, multiple fibroid 
tumors, partial rupture, etc. Its value in the 
infected patient is greatest if the uterine wall 
is deeply and heavily infected and contains 
multiple small abcesses which may produce 


(Continued on page 44A) 
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How this arthritic—and others—responded to GAMMACORTEN is shown on the following pages 


With GAMMACORTEN, a full measure of corticosteroid benefit can now be brought to 
patients who have heretofore obtained less than optimal benefit from adrenocorti- 
coid therapy. In practice, the increased activity of GAMMACORTEN means maximal 
mobility for the arthritic; maximal freedom from attack for the asthmatic; rapid and 
complete resolution of lesions for the dermatologic patient. Unwanted adrenocorti- 
coid effects are relatively infrequent with GAMMACORTEN. Should side effects occur, 
they can be usually managed by reducing dosage or by supplemental measures. 


Photographs used with permission of patients. 
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»RE GAMMACORTEN: M. S. could not 
raise arms above shoulder level; even 
ithe degree of motion shown was ex- 
remely painful. 








AFTER ONE WEEK OF GAMMACORTEN: Range 
of motion and rotation dramatically in- 
creased; M. S. could move arms without 
pain for the first time in months. 


Soi BA 
SUMMIT, N. J 


How to use Gammacorten 


In arthritis — an initia dosage of 1.5 to 3 mg. per day 
(2 to 4 tablets divided into 3 or 4 doses). This dosage should be 
continued until a satisfactory symptomatic response is obtained — 
usually within 3 or 4 days. After a favorable response has been 
obtained, reduce dosage by 1/3 every 2 to 3 days until either main- 
tenance dosage is established or therapy can be discontinued. 
Satisfactory control can often be maintained with as little as 0.75 
mg. to 1.5 mg. per day. 


in asthma and allergy-w status astumate 
cus: Initial daily dosage of GAMMACORTEN is 7.5 to 10 mg. (10 to 13 
tablets divided into 3 or 4 doses). As soon as the acute state is 
controlled, reduce dosage slowly by 1/3 to 1/4 until a satisfactory 
maintenance level is reached or until therapy is discontinued. 


IN CHRONIC BRONCHIAL ASTHMA: Initial dosage is 1.5 to 3 mg. of 
GAMMACORTEN per day (2 to 4 tablets divided into 3 or 4 doses). After 
a satisfactory response has been obtained, decrease dosage by 1/3 
every 2 to 3 days until either maintenance level has been determined 
or therapy can be discontinued. Asthmatics can often be main- 
tained for long periods on as little as 0.75 mg. to 1.5 mg. of 
GAMMACORTEN daily. 


IN INTRACTABLE HAY FEVER: Start with 2 to 3 mg. (3 to 4 tablets 
divided into 3 or 4 doses) of GAMMACORTEN per day. Symptoms 
should be promptly relieved; prolonged maintenance therapy is 
unnecessary for these self-limiting disorders. 

in skin disorders ~ start with 2 to 3 mg. (3 to 
4 tablets divided into 3 or 4 doses) of GAMMACORTEN daily. Satisfac- 
tory control is usually obtained at this dosage level. In chronic 
conditions, dosage should be decreased by 1/3 every 2 to 3 days 
until either a satisfactory maintenance level has been achieved or 
therapy can be discontinued. In acute or self-limiting disorders, 
treatment may be discontinued as soon as control has been obtained. 


SUPPLIED: GAMMACORTEN Tablets, 0.75 mg. 2/2702 MK-2 


Gammacort 


(dexamethasone CIBA) 
...a potent, highly effective corticosteroid; 
profound anti-inflammatory activity, with min- 
imal potential for corticosteroid side effects 
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a constant source of infected emboli. This 
procedure is contraindicated if performed 
only for sterilization purposes.” This is at 
present the opinion of the majority of phy- 
sicians in the specialty. 

In regard to heart conditions in obstetric 
patients, the authors say that from | to 2 per 
cent of all pregnant women have organic 
heart lesions and that 10 per cent of all ma- 
ternal deaths at the present time are due to 
heart disease. The importance of heart di- 
sease in pregnancy is evidenced by the fact 
that 114 per cent of the patients furnish 10 
per cent of the deaths. The authors further 
state that parity is less important than age 
and that, after 35, there is quite a sharp in- 
crease in deaths attributable to heart disease. 

The authors’ attitude toward therapeutic 
abortion seems very rational, and they say 
that the indicated incidence is probably not 
more than | in 250 complicated pregnancies. 
Chey list as reasonable indications nephritis, 
cancer, severe diabetes, erythroblastosis, heart 
trouble, and, occasionally, tuberculosis and 
psychoses. 

It was heartening to see that students are 
being taught the gravity of hemorrhage in 
pregnancy because of the condition of the 
pituitary gland. Sheehan’s syndrome is cov- 
ered quite well. Hemorrhage at the present 
time is the number one cause of maternal 
mortality. These deaths are occurring in well- 
run hospitals because blood is not accurately 
estimated and because of an_ irreversible 
anemic infarct in the pituitary gland. 

I was able to find only two things with 
which I cannot very well agree. One is that 
schistosomiasis is not mentioned, whereas 
it is being seen more and more in this coun- 
number of 


try because of the increased 


Puerto Ricans and inhabitants of northern 
South America coming into our larger cities. 
It is furnishing a definite gynecologic prob- 
lem among immigrants, and, therefore, stu- 
dents should have it called to their attention. 
\ total of about 50 million women in vari- 
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ous parts of the world are infected with the 
disease. 

I cannot agree with the statement on page 
495 that, ‘““The term erosion is deceiving be- 
cause the involved area is actually covered 
with epithelium and is not eroded or ulcer- 
ated.”’ Having studied hundreds of erosions 
with biopsy, I must disagree with this state- 
ment because the majority of all erosions 
contain no epithelial elements and many 
of them have only a few epithelized areas. 

This book, like other fairly small text- 
books, will no doubt be reedited and added 
to from time to time. Eventually it, too, will 
probably constitute one of our encyclopedic 
books covering both obstetrics and gyne- 
cology. It has been well prepared and should 
take its place among the great textbooks of 
our coming generation. 

CHARLES E. GALLOWAY, M.D. 
Evanston, Illinois 


The Chemical Prevention of Cardiac 
Necrosis 


HANS SELYE, M.D., 1958. New York: Ronald Press 
Co. 235 pages. Illustrated. $7.50. 


With his concept of stress, it is no exaggera- 
tion to say that Dr. Selye is influencing con- 


temporary medicine almost as much as did 


Pavlov with the conditioned reflex approach. 

Dr. Selye asks the question, ‘““What specific 
stresses sensitize the animal body to myo- 
cardial necropathy?” In experiments with 
30,000 rats, he has sought to find just what 
states of ionic disequilibria produce myo- 
fibrillar necrosis. He has also sought for ions 
having a shielding, beneficial effect. The 
answers are just beginning to come in, but 
they already make arresting reading. 

Dr. Selye has used various steroids and 
salts as stress sensitizers and shows quite con- 
vincingly that he can produce specific myo- 
cardial lesions with the cation, Nat, and 
with anions such as PO,, SO, and ClQO,. 
Furthermore, the damage can be prevented 
t, and Gi- 
As evidenced by his listing and discussion 


by using K+, Mgt ions. 

of some 500 references, Dr. Selye has ab- 

sorbed the literature thoroughly. I was ex- 

tremely interested in his analysis of Fied- 

ler’s myocarditis, which he describes as a 
(Continued on page 48A) 
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human disease producing hypersensitive re- 
sponses to stress very similar to those seen in 
his rats. 

The sensitizing and desensitizing electro- 
lytes are discussed in a compact, 4-page sum- 
mary, the sterols and steroids are brought 
into focus, and the nonspecificity of the 
cardiac necroses is enlarged upon. Dr. Selye’s 
cautious hopes for a prophylactic approach 
to cardiac necrosis by further studies of the 
physiology and pathology of KCl and MgCl. 
can evoke only a fervent amen! 

Dr. Linus Pauling, by his investigations of 
the biochemistry of the mitochondrial macro- 
molecules, is broadening our comprehension 
of heredity. In this monograph, Dr. Selye 
presents a very fresh look at the biochemistry 
of myocardial metabolism. Without the use 
of a single mathematical equation, he is giv- 
ing us new insight into a complex topic. 

All thoughtful physicians and certainly 
every research worker in this field should 
read this truly basic monograph, which rep- 
resents a milestone in the never ceasing quest 
for the cause and eventual prevention of 
man’s greatest and deadliest killer—heart di- 
sease. 

ARNOLD LIEBERMAN, M.D. 
Elmhurst, New York 


Trifluoperazine: Clinical and 
Pharmacological Aspects 

HENRY BRILL, M.D., editor, 1958. Philadelphia: Lea 
G Febiger. 219 pages. Illustrated. $3.50. 

An important new idea in reporting on new 
drugs has been undertaken by the Smith, 
Kline & French Laboratories of Philadelphia 
in connection with the introduction of an 
important new tranquilizing agent, the 
phenathiazine compound  Trifluoperazine. 
Instead of spreading the scientific and clini- 
cal reports of this interesting new tranquil- 
izer in a series of journals, the reports are all 
brought together in book form. This is con- 
venient for those who wish to get the essen- 
tial information on this new drug. 
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In an important introduction, Dr. Henry 
Brill indicates the scope of the contributions, 
with the reports classified under the head- 
ings: pharmacology, functional cytoses, brain 
disorders, psychoneuroses, and side effects. 


The authors in each instance are well 
known scientists and clinicians. The pharma- 
cologic study is reported from the Smith, 
Kline & French Pharmacology Laboratories. 
This portion of the book could well be ex- 
panded to include more detailed pharma- 
cologic data, including specific toxicity in- 
formation on single and repeated doses. 

The clinical studies indicate throughout 
the effectiveness of the drug, particularly in 
acute and chronic psychotic patients. The 
drug, which is particularly effective in the 
control of delusions and _ hallucinations, is 
given intramuscularly and acts rapidly with- 
out any significant side effects and with no 
evidence of toxicity. There may be some 
drowsiness with weakness and some dizziness, 
but these can be promptly corrected by dex- 
troamphetamine. 

This book may serve as a significant ex- 
ample of a new method of introducing new 
drugs—namely, by collecting all the impor- 
tant reports on the new drug in one volume 
and then providing as wide distribution for 
the volume as possible. This would certainly 
reduce the cluttering up of scientific and clini- 
cal journals with the flooding reports now 
coming to them of all kinds of new drugs. 
This new method of introducing a new drug 
might be followed to advantage by pharma- 
ceutical manufacturers generally. 

CHAUNCEY D, LEAKE 
Columbus 


Childbearing Before and After 35 
ADRIEN BLEYER, M.D., 1959. New York: Vantage 
Press, Inc. 119 pages. $2.95. 
Very interesting from the point of view of 
the geriatrician is this remarkable little book 
based on a tremendous amount of research. 
Dr. Bleyer shows clearly that the older a 
woman gets, the more likely she is to have 
a defective child. 

WALTER CG. ALVAREZ, M.D. 


(Continued on page 52A) 
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THE TRANQUILIZER UNIQUE 


AOR RO) 


social security 
calls for 
emotional 
security, 


“seems to be the agent of choice 
in... psychoneurotic conditions 
occurring in old age’”” 


90.5% success in refractory patients.’ Of 101 
geriatric patients suffering from anxiety, ten- 
sion, and confusion, 90.5% showed good to 
excellent response on ATARAX. Most had failed 
to respond to other tranquilizers. 


Added physiological benefits. In patients with 
intermittent claudication, contractions abated 
and gradually disappeared with as little as 50 
mg. of ATARAX daily.! Absence of hypotensive 
effect makes ATARAX particularly desirable for 
use in the aging patient.? 


No side effects after prolonged treatment. 
Patients were treated for a minimum of three 


IN. GERIATRICS 


brand of hydroxyzine 
months without evidence of adverse reaction.! 
Even when given in 3 to 5 times the recom- 
mended dose, hematologic, renal and hepatic 
determinations indicate no deviation from nor- 
mal values.3 
Dosage: One 25 mg. tablet or 1 tbsp. Syrup q.i.d. 
Supplied: Tiny 10 mg., 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solution, 10 cc. 
multiple-dose vials. 
References: 1. Smigel, J. O., et al.: J. Am. Geriatrics Soc., 


in press. 2. Clinical report, Roerig Medical Department. 
8. Cohen, S.: Am. Pract. & Digest Treat. 8 :946 (June) 1957. 


New York 17,N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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Diseases of the Esophagus 

J. TERRACOL, M.D., and RICHARD H. SWEET, M.D., 
with 13 contributors, 1958. Philadelphia: W. B. Saun- 
ders Company. 682 pages. Illustrated. $20. 

This is an excellent book, written by an 
endoscopist and revised by a surgeon. Dr. 
Terracol, the endoscopist, wrote the earlier 
editions in French, and Dr. Sweet translated 
and revised them to the present form. The 
style of writing makes the book easy to read, 
and the illustrations are excellent, including 
the many roentgen films which have been 
reproduced. The bibliography covers 73 pages 
of fine print. 

Medical students will find chapters in 
this book an excellent source for special 
reading, and interns, residents, and _practic- 
ing surgeons as well as endoscopists will find 
this one of the best sources of clinical in- 
formation available in the field of esophageal 
disease. 

JOHN M. HOWARD, M.D. 


Philadelphia 


Longevity and Morbidity of College 
Athletes 


HENRY J. MONTOYE, Ph.D., WAYNE D. VAN HUSS, 
Ph.D., et al., 1957. Indianapolis: Phi Epsilon Kappa 
Fraternity. 139 pages. Illustrated. $3.25. 
For decades there have been conflicting re- 
ports regarding differences between college 
athletes and nonathletes and the effect of 
such differences on longevity, morbidity, and 
other related subjects. Some experts have 
indicated that college athletes have shorter 
life expectancies, and others have suggested 
that there is no difference in longevity for 
the two groups. Statements have been made 
implying that college athletes are more sus- 
ceptible to coronary thrombosis. “Once an 
athlete, always an athlete” is another popular 
philosophy which has permeated much of 
our thinking. 

The authors of this book have begun a 
task of gigantic proportions. In 1950, a na- 
tionwide study of longevity and morbidity 
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of athletes in colleges and universities was 
undertaken by Phi Epsilon Kappa Fraterni- 
ty, a national professional physical education 
fraternity. The results of the first portion of 
the study are presented in this text on the 
basis of information from over 1,300 alumni 
of Michigan State University. The book, 
then, serves as a basis for similar analysis of 
the complete returns of all participating 
universities and colleges in the United States, 
which will appear at a future date. Conse- 
quently, although this book has laid the 
groundwork for appropriate analytic meth- 
ods and means of identifying underlying fac- 
tors for the future report, it does draw some 
interesting conclusions. Extensive data were 
compiled for both the athletes and the non- 
athletes on such subjects as longevity; causes 
of death; medical history and state of health; 
hereditary history, including longevity of 
family members and their ailments and 
causes of death; weight analysis; economic 
and marital status; smoking and drinking 
habits; vocational and avocational activities; 
and service in the armed forces. Related 
studies, where applicable, and the literature 
in the field were referred to in the appro- 
priate sections. 

The findings, as mentioned, give us sur- 
prising indications as compared to popular 
stereotypes. For example, athletes did not 
appear to live longer than nonathletes, men 
who received distinction in sports were found 
to be more prone to die violent deaths, and 
a trend of more accidental deaths was _ re- 
ported in sports families. The medical his- 
tories of athletes in these families differed 
according to the sport they were in. For ex- 
ample, the medical ailments of the families 
of football players were not significantly 
similar to the ailments of the families of ten- 
nis players. On the other hand, the indica- 
tions are that, in general, the medical his- 
tories of all the sports families are quite 
similar to the nonsports family medical his- 
tories. Other findings showed that nonathletes 
continued to gain weight until the age of 
35, while the athletes continued to gain until 
they were 45. Surprisingly, too, the non- 
athletes participated in sports to a greater 
extent than did the athletes after age 45. 


(Continued on page 54A) 
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such as poison ivy, sunburn and prickly 
heat promptly respond to soothing 
AVEENO’ Colloid Baths 


R AVEENO Colloidal Oatmeal 


reduces inflammation... relieves pruritus... 
mildly drying for wet dermatoses 
AVEENO Colloidal Oatmeal is available in 18 0z. and 4 lb. boxes. 


R AVEENO ‘OILATED’ 


(soothing colloidal oatmeal plus 35% emollient oils) 
lubricates the skin...softens dry, crusting lesions 
AVEENO® “OILATED” colloidal oatmeal is available in 10 oz. cans. 


Pioneers in Ethically Promoted Colloid Baths 


53A 








(Continued from page 52A) 


This book is valuable to the medical field 
as an aid to the understanding and _ treat- 
ment of the athlete and is a major contri- 
bution to the literature and to gerontology. 
I will be waiting for the comprehensive book 
on the findings of all the colleges participat- 
ing in this study. The comparison of those 
findings with this pilot book will provide us 
with a wealth of needed knowledge. 

JEROME KAPLAN 
Mansfield, Ohio 


New Books Received 





Books and publications received will be listed 
here periodic ally. Books of spec ial interest to 
our readers will be reviewed later as space 


pern its. 


Amino Acids and Peptides With Antimetabolic Ac- 
tivity. G. E. W. WOLSTENHOLME and CECILIA M. 
O’CONNOR, editors, 1958. Boston: Little, Brown & 
Company. Ciba Foundation Symposium. 286 pages. 
Illustrated. $8.75. 


Call the Doctor. ERNEST S. TURNER, 1959. New York: 
St. Martin’s Press, Inc. 311 pages. Illustrated. $3.95 


Cancer: Diagnosis and Treatment. JOHN B. FIELD, 
M.D., editor, 1959. Boston: Little, Brown G Company 
796 pages. Illustrated. $18.50 


Cardiovascular Sound in Health and Disease. VICTOR 
A. MC KUSICK, M.D., 1958. Baltimore: Williams & 
Wilkins Company. 570 pages. Illustrated. $15. 


The Central Nervous System and Behavior. MARY A. 
B. BRAZIER, PH.D., editor, 1959. Transactions of the 
first conference held February 23 to 26, 1958. New 
York: Josiah Macy, Jr., Foundation. 450 pages. Il- 
lustrated. $5.25. 


Developmental Psychology. ELIZABETH B. HURLOCK, 
PH.D., 1959. New York: McGraw-Hill Book Company, 
Inc. 645 pages. $6.75. 


Diseases of the Colon and Anorectum. ROBERT TU- 
RELL, M.D., 1959. Philadelphia: W. B. Saunders Com- 
pany. Volume |: 608 pages. Volume I!: 630 pages. 
Illustrated. $35. 


The Ecology of Human Disease. JACQUES M. MAY, 
M.D., 1959. New York: MD Publications, Inc. 327 
pages. Illustrated. $7.50. 
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Leukemia. WILLIAM DAMESHEK, M.D., and FRED- 
ERICK GUNZ, M.D., 1959. New York: Grune & Strat- 
ton, Inc. 420 pages. Illustrated. $15.75. 


Liver Function. R. W. BRAUER, editor, 1958. A Sym- 
posium on Approaches to the Quantitative Description 
of Liver Function held October 30 to November 2, 
1956, in San Francisco. Washington, D.C.: American 
Institute of Biological Sciences. 702 pages. Illustrated. 


Methods for Research in Human Crewth. STANLEY 
M. GARN, PH.D., and ZVi SHAMIR, M.D., 1958. 
Springfield, Illinois: Charles C Thomas Company. 121 
pages. Illustrated. $4.75. 


On Ageing and Old Age; Basic Problems and Historic 
Aspects of Gerontology and Geriatrics. M. D. GRMEK, 
M.D., 1959. Volume 5 of Monographiae Bio!ogicae. 
F. S. BODENHEIMER and WALTER W. _WEISBACH, 
editors. The Hague, The Netheriands: Dr. W. Junk. 
106 pages. 14 guilders. 


The Pathology and Managemcnt of Portal Hyper- 
tension. R. MILNES WALKER, F.R.C.S., 1959. Balti- 
more: Williams G Wilkins Company. 113 pages. IIlus- 
trated. $8. 


Practical Dermatology. GEORGE M. LEWIS, M.D., 
1959. Philadelphia: W. B. Saunders Company. Second 
edition. 363 pages. Illustrated. $8. 


Psychopharmacology: Problems in Evaluation. JONA- 
THAN O. COLE and RALPH W. GERARD, editors, 
1959. Proceedings of a conference on The Evalua- 
tion of Pharmacotherapy in Mental Illness sponsored 
by the National Institutes of Mental Health, the 
National Academy of Sciences-National Research 
Council, and the American Psychiatric Association. 
Washington, D.C.: National Academy of Sciences-Na- 
tional Research Council. 622 pages. $6.50. 


Psychopharmacology Frontiers. NATHAN S. KLINE, 
M.D., editor, 1959. Proceedings of the Psychopharma- 
cology Symposium of the Second International Con- 
gress of Psychiatry. Boston: Little, Brown G Com- 
pany. 533 pases. Illustrated. $10. 


Pulmonary Circu!ation. WRIGHT R. ADAMS, M.D., and 
ILZA VEITH, PH.D., editors, 1959. Transacticns of 
the International Symposium on Pulmonary Circulation 
sponsored by the Chicago Heart Association, March 
20, 1958. New York: Grune & Stratton, Inc. 316 
pages. Illustrated. $4.50. 


Suspension Therapy in Rehabilitation. MARGARET 
HOLLIS and MARGARET H. S. ROPER, 1958. Balti- 
more: Williams G Wilkins Company. 220 pages. II- 
lustrated. $6. 


Treatment of Breast Tumors. ROBERT S. POLLACK, 
M.D., 1958. Philadelphia: Lea &G Febiger. 147 pages. 
Illustrated. $6. 


Tumors of the Lung and Mediastinum. B. M. FRIED, 
M.D., 1959. Philadelphia: Lea & Febiger. 467 pages. 
IIlustrated. $13.50. 


Urology in General Practice. FRANK COLEMAN HAMM, 
MD., and SIDNEY R. WEINBERG, M.D., 1958. Phila- 
delphia: J. B. Lippincott Company. 293 pages. Illus- 
trated. $6. 


Urology in Outline. T. L. CHAPMAN, F.R.C.S., 1959. 


Baltimore: Williams G Wilkins Company. 176 pages. 
Illustrated. $6.75. 
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This is a follow-up study of gout 
patients seen by the authors over a 
period of twenty-five years. Statisti- 
cal study of longevity reveals that 
mortality rates are not unlike those 
of nongouty males from similar age 
groups in the United States. Other 
aspects of the metabolic disturbance 
are presented, including diagnosis 
and treatment. Particular attention 
is given to the prophylactic use of 
drugs to prevent recurrence of acute 
attacks. 


Longevity 
in gout 


JOHN H. TALBOTT, M.D., and 
ABRAHAM LILIENFELD, M.D. 
BUFFALO 


JOHN H. TALBOTT is professor of medicine al 
the Buffalo School of Medicine and physi 
cian-in-chief, Buffalo General Hospital. 
ABRAHAM LILIENFELD is assistant professor 
of epidemiology at the School of Hygiene 
and Public Health, Johns Hopkins Uni- 
versity, Baltimore, Maryland. 
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s Gout is a chronic disease, familial in 
nature, in which the underlying dis- 
turbance of intermediary metabolism 
persists throughout the life of the affect- 
ed person. The disease may be asymp- 
tomatic when controlled, but the dis- 
turbance is ever present and warrants 
continued vigilance once the diagnosis 
has been made. Significant advances in 
prophylaxis and control of symptoms 
during the past decade may be recorded, 
related in part to new drugs as well as 
to a better understanding of the value of 
drugs long since available. No attempt 
will be made to discuss in detail the 
many facets of the malady. Selected items 
will be referred to only briefly because 
they have been well presented in cur- 
rent medical literature; other aspects 
will be discussed at considerable length, 
based in part upon clinical contacts and 
concentrated interest in this disease over 
the past twenty-five years. 


Incidence 


The incidence of gout is probably no 
different at this time than it was when 
it received disproportionate attention 
among joint disorders, particularly in 
England and Germany, during the nine- 
teenth century. A relatively large num- 
ber of comprehensive monographs on 
gout were published in the latter half 
of the last century, and, if one were to 
judge from this item alone, one might 
presume that gout was the most impor- 
tant articular disorder at that time. A 
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waning of interest was obvious during 
the first generation of this century; this 
was related to the impression that the 
disease was uncommon. Furthermore, the 
opinion was firmly ingrained in many 
physicians that little could be done to 
help the afflicted. A radical change oc- 
curred in the 1930s in these presump- 
tions, culminating in the advances of the 
past decade, so that once more gout has 
come into its own. Any clinic interested 
in gout at the present time has no difh- 
culty in obtaining a large group of pa- 
tients for study. 


Age of Onset 


The onset of articular distress is usually 
in the middle decades of life. This is 
not invariably so, however. There are a 
limited number of patients in our series 
who have experienced their first attacks 
of articular gout in the sixth or seventh 
decade of life. The oldest documented 
instance in our experience is that of a 
man who suffered his first attack of ar- 
ticular gout at the age of 81. This was an 
instance of familial gout, the son having 
suffered many attacks of acute gouty 
arthritis for a number of years before the 
father was affected. On the other hand, 
because the patient had a son with gout, 
we obtained samples of serum for uric 
acid study from the father prior to his 
first attack. The concentration of serum 
urate was increased before the initial 
articular insult. 


Pathogenesis 


Gout is a metabolic disease in the sense 
of a disturbance of the intermediary 
metabolism of purine bodies. The dis- 
turbance results in an increased con- 
centration of uric acid in the serum of 
body fluids and, in a number of patients, 
an increased excretion of uric acid in the 
urine. The development of articular dis- 
tress follows the dysfunction of inter- 
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mediary metabolism, although not all 
individuals with hyperuricemia will have 
acute articular gout develop. The in- 
creased concentration of uric acid in the 
serum has been shown to be the result of 
an increased formation of this substance 
through a bypass mechanism when com- 
parison is made with normal controls. 
Studies utilizing glycine labeled with N™® 
show an increased incorporation of the 
stable isotope into urinary uric acid at a 
rate faster than normal. Other studies 
utilizing glycine labeled with C1* have 
confirmed this finding in most patients.! 
Recent studies by Laster and Seegmiller 
have cast some doubt upon the validity 
of the C14 studies.2 We believe, however, 
that the fundamental concept is valid 
and that an overproduction of uric acid 
is responsible for the obvious biochemi- 
cal findings. 


Diagnosis 


The first precept in the diagnosis of gout 
is the consideration of this possibility in 
any male with unexplained acute ar- 
ticular distress in one or more of the 
peripheral joints of the extremities. The 
finding of an increased concentration of 
uric acid in the serum is confirmatory, 
but, frequently, this anticipated abnor- 
mality is lacking because of one or more 
reasons. The patient with acute articular 
distress may have taken an antiarthritic 
drug on his own volition or may have 
had one prescribed by his physician. 
Most antiarthritic drugs temporarily sup- 
press the concentration of uric acid in 
the serum. Included in this list are sali- 
cylates, steroids, and phenylbutazone. 
Also, the determination of uric acid in 
the serum presents more than the usual 
problem for the routine biochemical lab- 
oratory, and a normal value may be re- 
ported falsely. The clinical character- 
istics of the acute articular distress are 
most helpful in the presumptive diag- 
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nosis of gout. They may be observed by 
the physician or recounted by the pa- 
tient. The attack is sudden in onset, 
cardinal signs of inflammation may be 
present, and the suspicion of gout may 
be strong. The response to a full course 
of colchicine (1.0 mg. every two hours 
until the onset of gastrointestinal dis- 
tress) provides diagnostic information as 
well as therapeutic help to the patient. 
Other antiarthritic drugs are nonspecific 
and, while they may be associated with 
symptomatic relief, are endowed with 
no diagnostic implications. The presence 
of subcutaneous or osseous tophi roent- 
genographically is a late manifestation 
and should not be expected in the earlier 
years after the initial articular episode. 


Complications 


The impact of the gouty diathesis upon 
the body after a period of years may be 
detected by the finding of a modest ele- 
vation of blood pressure, the presence of 
albumin or other abnormal constituents 
in the urine, and large vessel sclerosis. 
Such findings are of especial interest in 
the gouty patient over the age of 50. In 
each instance, these may be considered 
to be secondary effects of gout. Their ap- 
pearance, singly or together, has con- 
tributed heavily to the attitude held by 
insurance companies regarding life ex- 
pectancy in this malady. On the other 
hand, it is our conviction, based upon a 
long-term follow-up of gouty patients, 
that such complications or secondary 
manifestations are considerably less cru- 
cial than they might appear upon casual 
examination of the clinical records. 
Hypertension may be expected in ap- 
proximately one-third of all patients 
with gout, irrespective of the stage of the 
disease. The evidence of hypertension is 
considerably higher than that observed 
in a group of nongouty males, except in 
those patients suffering from cardiovas- 
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cular disease. The elevation of blood 
pressure in the gouty patient may be de- 
tected before the first attack of acute 
articular distress. The mechanism of hy- 
pertension in patients with gout has not 
been defined clearly. The presumption 
involves the increased transport of uric 
acid by the kidneys and the probable in- 
sult, mild to be sure, to the tubular cells 
and the renal parenchyma. When hyper- 
tension is observed, it is mild in degree 
and does not progress as in some pa- 
tients with essential hypertension un- 
related to any recognized malady. A re- 
view of the 3 series of cases of gout re- 
ferred to in this communication reveals 
that malignant hypertension, which leads 
to death prematurely, was observed only 
once. Articular symptoms in this patient 
had been present intermittently for ten 
years before the clinical diagnosis of 
malignant hypertension appeared justi- 
fied. In all other patients in our ex- 
perience, the hypertension was classified 
as benign or essential. 

The course is not a progressive one, 
and, save for those few patients with 
severe renal insufficiency from “gouty 
kidneys,” the hypertension has been docu- 
mented and followed but not treated 
with specific drugs. 

In a discussion of hypertension and 
gout, it is worthwhile to recount an un- 
usual finding following the administra- 
tion of chlorothiazide, a new potent di- 
uretic, to nongouty patients. This di- 
uretic is widely used for its sodium ex- 
creting properties as well as for its hy- 
potensive action. There have been docu- 
mented instances of acute articular dis- 
tress, clinically indistinguishable from 
gout, appearing in patients without a 
past history of gouty arthritis following 
the use of chlorothiazide. In pursuing 
the matter, a significant elevation of 
serum uric acid has been observed in an 
occasional patient who has received the 


411 








PATIENT 
NUMBER 
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1 


2 


21 
22 
23 
24 
25 
26 


27 





AGE AT 
ONSET 


Z3 


38 
31 
50 
33 
39 


29 


25 
40 
38 
34 


44 


34 


33 


40 


21 











TABLE 1 
E 
piacnosis | LAST OBSERVED CAUSE OF DEATH 
24 61—1943 Cancer 
52 62—1958 Alive 
33 53—1958 Alive 
39 58—1958 Alive 
29 34—1958 Alive 
48 61—1957 Alive 
48 68—1938 Cerebral thrombosis 
41 52—1949 Alive 
33 58—1958 Alive 
50 55—1945 Heart disease 
41 70—1958 Heart disease 
42 60—1958 Alive 
34 44—1940 Tuberculosis 
59 70—1948 Unknown 
26 45—1958 Alive 
42 €4—1958 Alive 
38 55—1958 Alive 
45 75—-1957 Cancer of prostate 
45 62—1958 Alive 
37 55—1958 Alive 
35 58—1958 Alive 
36 57—1958 Alive ‘ 
4] 58—1958 Alive c 
54 71—1958 Alive c 
65 91—1943 Acute endocarditis 5 
18 48—1948 Gout = 
24 48—1948 Alive 5 
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Clinical Observations in Patients With Gout 
Boston Series, 1931 to 1942 














PATIENT AGE AT 
NUMBER ONSET 
28 14 
29 36 
30 14 
31 54 
32 50 
33 29 
34 65 
35 66 
36 61 
37 67 
38 53 
39 38 
40 54 
41 64 
42 48 
43 63 
44 34 
45 30 
46 46 
47 68 
48 32 
49 47 
50 64 
5] 52 
52 37 
53 27 
54 79 
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AGE AT 
DIAGNOSIS 


18 
38 
20 
61 
50 
30 
65 
68 
61 

68 
56 
40 
58 
68 
48 
63 
39 
55 
46 
68 
38 
47 
64 
53 
51 

27 


co 





AGE IN YEAR 
LAST OBSERVED 


36—1941 
62—1958 
45—1944 
75—1958 
58—1958 
50—1958 
7E—1939 
90—1958 
73—1946 
7E—1939 
69—1958 
68—1958 
76—1957 
85—1946 
52—1945 
76—1947 
56—1958 
6€—1958 
70—1956 
81—1949 
54—1958 
62—1953 
73—1948 
74—1956 
68—1949 
58—1958 
84—1947 





CAUSE OF DEATH 


Gout 

Alive 

Renal insufficiency 
Alive 

Alive 

Alive 
Cancer of esophagus 
Alive 

Suicide 
Coronary disease 
Alive 

Alive 

Alive 

Heart disease 
Coronary disease 
Coronary disease 
Alive 

Alive 

Coronary disease 
Unknown 

Alive 
Cancer of liver 
Unknown 

Alive 

Heart disease 
Alive 


Heart disease 


413 








drug and in experimental subjects who 
have acted as normal controls. These are 
unusual observations but are worthy of 
note. A similar hyperuricemic action has 
been reported following prelonged use 
of pyrazinamide.* 

Large vessel sclerosis may be detected 
roentgenographically in an appreciable 
number of patients with gout. If the 
practice is followed of studying roent- 
genographically the feet of each patient 
with gout, calcification of the digital 
arteries may be noted in a number of 
patients. However, on physical examina- 
tion, pulsations are palpable, and the 
circulation is not impaired clinically. 
Surgical correction of gouty deformities 
is possible, and Linton? commented up- 
on the thoroughly adequate blood supply 
in the gouty feet during surgery. Gan- 
grene of affected toes, in spite of exten- 
sive tophaceous deposits and well devel- 
oped calcification as shown by x-ray 
study, is not a threat. Sclerosis of the ab- 
dominal aorta with subsequent rupture 
of an aneurysm was not observed by us 
in gouty patients until recently, when 2 
such examples appeared on our service 
and a third case was reported from a 
neighboring clinic. The development of 
critical sclerosis of the aorta is most 
likely related to the sclerosis noted in 
other vessels in the body, notably in the 
digital arteries. 

The kidney is the only site of critical 
impact of the disturbance of uric acid 
metabolism upon the body. Renal de- 
compensation is the most frequently ob- 
served cause of premature death in pa- 
tients with gout. Contrary to the experi- 
ence expressed early in this century, the 
frequency of renal failure and death is 
less than 5 per cent in the series of gouty 
patients under study in this clinic. An 
explanation for the higher frequency in 
the past is related to the attention given 
to chronic tophaceous gout and to the 
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fact that no sample included a represen- 
tative number of patients with mild or 
moderate gouty arthritis. 

The renal lesion in gout had been 
labeled gouty nephritis or gouty nephro- 
sis. Modern has described characteristic 
clinical entities and laboratory findings.® 
In our experience, however, the syn- 
drome is not a uniform one. There are 
several mechanisms to be considered in 
interpreting the renal changes in the 
gouty patient.® An increased exchange of 
uric acid in the kidney has been observed 
in a significant number of patients 
studied. The deleterious effect is more 
apparent in some patients than in others. 
The vessels in the kidneys may share the 
generalized vascular changes, and a mic- 
roscopic diagnosis of nephrosclerosis 
seems justified in some instances. Me- 
chanical plugging of the tubules with 
uric acid gravel or uric acid infarcts is 
observed not infrequently in patients 
who do not die in renal failure. The kid- 
ney partially devitalized from the deposi- 
tion of sodium urate in the parenchyma 
or in the collecting system probably is 
more susceptible to infection. Organ- 
isms find a fertile soil and eventually 
pyelonephritis develops. In other pa- 
tients, a urate calculus plugs the ureter; 
hydronephrosis occurs and is followed 
by pyelonephritis, similar to such a series 
of events following calcium lithiasis in 
nongouty patients. Finally, a few pa- 
tients with persistent and untreated dis- 
charging sinuses associated with uric 
acid tophi provide a suitable environ- 
ment for amyloid deposition in micro- 
scopic amounts in the kidney. In spite 
of the frequency of renal involvement 
in gouty patients, the development of 
critical renal insufficiency is an infre- 
quent complication and does not bias 
the mortality data of gouty patients 
when comparison is made with a series 
of nongouty controls. 
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Mortality 


The acceptance by life insurance com- 
panies of gouty patients as normal risks 
has been a knotty problem for a number 
of years. Not too long ago, most insur- 
ance companies considered patients suf- 
fering from gout as substandard risks. 
This was true irrespective of the severity 
of the disease. Over the years, it has been 
possible in an occasional instance to 
convince the actuarian or representative 
of the medical department of the in- 
surance company that the gouty patient 
is a sound risk and is entitled to life 
insurance at a normal premium. A sig- 
nificant change in attitude occurred fol- 
lowing Ungerleider’s report in 1952 that 
“mortality in gout is normal.”? This 
statement was based upon the compre- 
hensive study of age of death and cause 
of death in patients with gout. It has 
not been our privilege to review the 
basic data upon which this conclusion 
was reached, but we assume that the 
number of deaths studied was relatively 
small. The conclusions, however, were 
precisely in accord with our clinical im- 
pressions, and we were happy to see such 
a statement in print from a representa- 
tive of a life insurance company. Since 
that time, it has become increasingly 
easier to obtain standard premiums for 
gouty patients. 

The practice that has been successful 
in a number of instances is based upon 
the presentation of clinical data to the 
insurance company following a compre- 
and _ the 
patience of Job. If a patient with gout 


hensive medical examination 
is granted insurance, but at a premium 
above the normal, the examination is re- 
peated sometime later, usually after a 
year. If the studies are consistent, a sec- 
ond letter is dispatched. The acceptance 
of the patient as a normal risk usually 
follows reevaluation by the home office 
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of the results of the second examination. 

Mortality statistics in patients with 
gout are difficult to procure from hos- 
pital data and are lacking in the litera- 
ture. An important requisite of longevity 
data in gouty patients is a long-term fol- 
low-up. Recently, we have reviewed 3 
series of male gouty patients in an at- 
tempt to estimate their over-all mortali- 
ty. The first group comprised 64 pa- 
tients who were seen at the Massachusetts 
General Hospital in Boston between 
1933 and 1942. The second group in- 
cluded 181 patients seen at the Buffalo 
General Hospital between 1946 and the 
present time. The third group of 118 
patients was studied from the case rec- 
ords of the Buffalo Veterans Hospital. 
Up-to-date follow-ups were possible in 
a high percentage of each of the 3 groups. 
The patients in the Boston group were 
seen one or more times by the senior au- 
thor. The diagnosis of gout was con- 
firmed, and, in most instances, the pa- 
tients were placed upon colchicine in 
daily dosages. The follow-up study in 
1958 of the Boston group required one 
or more letters to the patient or his de- 
scendants. If these were unrewarding, 
specific inquiry was made of the Bureau 
of Vital Statistics of the Commonwealth 
of Massachusetts. 
other 47 


Such bureaus in the 
states were not solicited. In- 
formation concerning the status of 54 
patients seen from sixteen to twenty-five 
years earlier was obtained. The follow- 
up data of the Veterans Administration 
Hospital series were readily obtained 
from clinical records. Except for a few, 
the patients in this group were not seen 
by the senior author. The data from the 
patients in the second series seen at the 
Buffalo General Hospital since 1946 will 
not be analyzed in this communication. 
The clinical findings on these patients 
will be reviewed and the data restudied 
several years hence. The data upon which 
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TABLE 2 


Clinical Observations in Patients With Gout 
Buffalo Veterans Administration Hospital Series, 1946 to 1958 











PATIENT AGE AT AGE AT AGE IN YEAR 
NUMBER ONSET DIAGNOSIS LAST OBSERVED COMMENTS 
] 45 68 78—1958 
2 61 61 63—1958 
3 42 42 47—1958 
4 30 49 59—1958 
5 36 47 51—1958 
6 37 37 67—1958 
E 54 54 56— 1952 Died—cause not determined 
8 24 33 39—1958 
9 28 40 69—1958 
10 38 58 65—1958 
1 45 50 63—1958 
12 23 55 63—1958 
13 47 53 73—1958 
14 43 43 61—1958 
15 29 34 42—1958 
16 46 46 49—1953 
ig 47 a2 59—1958 
18 19 40 68—1958 
19 38 60 67—1958 
20 29 29 45—1958 
21 40 48 58—1958 
22 50 50 63—1958 
23 58 60 64—1958 
24 59 59 65—1958 
25 34 34 49—1958 
26 50 50 65—1958 
27 28 28 64—1958 
28 54 54 59—1958 
29 23 23 28—1958 
30 24 35 64—1958 
31 27 27 33—1958 
32 55 53 61—1958 
33 26 26 33—1958 
34 60 €0 67—1958 
35 60 60 65—1955 Died—myocardial infarction 
36 65 67 67—1957 
37 60 60 61—1957 
38 52 54 60—1956 
39 sa ae 70—1956 Died—heart failure 
40 50 55 57—1958 
41 49 50 58—1958 
42 22 25 36—1958 
43 59 59 66—1956 
wie 66 66 67-—1955 
45 63 63 63—1957 
46 64 65 70—1957 
47 50 56 6€—1958 
48 50 52 60—1958 
49 28 28 35—1951 
50 56 56 59— 1955 
51 64 64 67—1958 
Sz. de 45 48—1958 
53 55 22 56—1958 
54 36 36 36—1957 
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PATIENT AGE AT AGE AT AGE IN YEAR 
NUMBER ONSET DIAGNOSIS LAST OBSERVED COMMENTS 
5D 38 38 39—1957 
56 44 48 62—1955 
57 62 62 62—1955 
58 73 73 75—1957 
59 60 64 65—1958 
60 30 32 44—1957 
61 33 33 33—1951 
62 55 55 64—1956 Died—cancer of stomach 
63 62 62 62—1952 
64 29 29 29—1953 
65 61 61 64—1953 Died—heart failure 
66 43 55 55—1951 
67 24 42 60—1952 
68 22 28 36—1958 
69 56 56 56—1952 
70 55 55 Sq — 1956 
71 59 59 63—1958 
Ep A 43 48 48—1951 
a3 57 57 59—1954 Died—mitral stenosis and 
heart failure 
74 57 57 60—1953 
75 42 42 44—1956 
76 50 50 69—1958 
77 40 42 47—1958 
78 47 57 61—1954 
719 36 50 54—1954 Died—bacteremia 
80 34 34 36—1956 
81 — — 62—1958 
82 43 48 62—1958 
83 52 55 59—1954 
84 55 57 61—1953 Died—hypertension, 
diabetes, cirrhosis of liver 
85 55 58 67—1953 Died—cancer of lung 
86 48 65 85—1955 Died—heart failure 
87 50 53 65—1958 
88 52 5z 61—1958 
89 42 42 71—1958 
90 62 63 66—1958 
91 58 60 62—1958 
92 54 55 61—1956 
93 58 58 74—1956 Died—heart failure 
94 56 56 61—1956 
95 18 23 23—1952 
96 25 28 29—1952 
97 =) 61 64—1955 
98 53 Sie 54—1952 
99 37 a0 41—1954 
100 34 66 70—1957 Died—cause unknown 
101 64 68 68—1954 
102 49 58 60—1955 
103 55 56 62—1958 
104 27 76 84—1958 
105 50 52 56—1955 
106 56 56 61—1957 
107 57 57 57—1953 
108 28 58 62—1953 
109 48 53 60—1956 
110 58 58 60—1953 
111 21 21 26—1958 
112 50 22 69—1953 Died—myocardial infarction 
113 ep) 5 59—1958 
114 51 52 59—1955 
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the mortality analysis was based are 
presented in tables 1 and 2. 

In the Boston series, no follow-up in- 
formation was available on 10 patients, 
and, therefore, the analysis of mortality 
was limited to the 54 patients whose 
follow-up status was known. In the Buf- 
falo Veterans Administration series, no 
information was available on 4 patients, 
and the analysis was limited to 114 pa- 
tients. For the patients in each of these 
groups, the number of person-years they 
were exposed to the risk of dying was 
determined. This consisted of computing 
the person-years from the age of diag- 
nosis of the disease to either the age of 
death, if dead, or the age when last ob- 
served, if alive. These computations were 
carried out for five-year age groups. 

To determine whether the mortality 
experience of these patient groups was 
similar to or different from the general 
mortality experience, it was necessary to 
compare it with that of the white male 
population of the United States. Admit- 
tedly, comparison with a similar control 
group would be preferable, but this was 
not available. Mortality data of the 
United States’ population are the best 
available for present purposes, and the 
comparisons can be regarded as a good 
first approximation. For the Boston se- 
ries, the comparison was accomplished 
as follows. Since the patients were in- 
itially observed during the period from 
1931 to 1942, it was assumed that, on 
the average, the year of initial observa- 
tion was the midyear of this period, 1935. 
These patients were therefore followed 
from 1935 to 1958 and had been exposed 
to the death rates prevailing during this 
period. As an average approximation to 
these death rates, those of the midyear of 
this period—that is, of 1947—were select- 
ed for comparison. Actually, the changes 
in death rates of the age groups of inter- 
est were not great over this period of 
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time, making this a good approximation. 
The age-specific death rates for white 
males in 1947 were multiplied by the 
person-years in each age group to deter- 
mine the number of deaths that would 
have been expected if these rates had 
prevailed in this patient group. Similar- 
ly, for the Buffalo Veterans Administra- 
tion group, the expected number of 
deaths was determined using the age- 
specific death rates for white males in 
1952. For each of the groups, the expect- 
ed numbers were totaled and compared 
with the number of deaths that had ac- 
tually occurred among these patients. 
These comparisons are presented in 
table 3. 

In the Boston group, 23 deaths had oc- 
curred, and 24.5 were expected, indicat- 
ing that the mortality of these gout pa- 
tients was similar to that of the general 
population. In the Buffalo Veterans Ad- 
ministration group, 14 deaths had oc- 
curred, in contradistinction to an ex- 
pected number of 18.3. Such a difference 
may be a result of sampling variation. 
Also, it is quite possible that the Veter- 
ans Administration population had a 
more favorable mortality experience than 
the population in general because of 
factors of selection and greater access to 
medical care. Clearly, these comparisons 
suggest that the general mortality rate of 
these gout patients is no worse than that 
of the general population. 


Treatment 


The most important aspect of the treat- 
ment of gout is the prophylactic manage- 
ment, in order that the incidence of 
acute articular episodes be reduced or 
kept at a minimum. If prophylactic ther- 
apy is followed, most of the patients with 
gout should suffer little or no distress 
and should be incapacitated little or not 
at all, year by year. In our experience, 
the most satisfactory drugs for maximum 
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TABLE 3 





Observed and Expected Deaths in Two Groups of Gouty Patients 


Total Person-Years DEATHS 
from Time of First 
Source of Number of Observation until Death a Number 
Patients Patients or Last Observation Occurred Expected 
Boston 54 948.5 23 24.5% 
Buffalo Veterans 
Administration 114 824 14 18.3f 
Hospital 














*Expected on basis of age-specific death rates in 1947 for white males, U.S. 


Expected on basis of age-specific death rates in 1952 for white males, U.S. 


prophylaxis are probenecid and colchi- 
cine. 

Probenecid is a powerful uricosuric 
agent which enhances the excretion of 
uric acid from the body and depresses 
the concentration of uric acid in the 
serum. Titration of dosage is not nec- 
essary in most patients; rather, a simple 
rule of thumb has proved satisfactory. 
The patient with mild gout—that is, one 
who has not more than | or 2 mild at- 
tacks per year—receives 0.5 gm. (one 
tablet) of probenecid daily. The patient 
with moderate gout—that is, one who 
experiences several attacks per year and 
one or more weeks of incapacity—re- 
ceives 1.0 gm. daily. The patient with 
chronic tophaceous gout receives 1.5 or 
2.0 gm. of probenecid daily. A high fluid 
intake should accompany the adminis- 
tration of this uricosuric drug. Alkalini- 
zation of the urine is not recommended 
for most patients. 

The daily use of colchicine, the second 
drug in the prophylactic regimen, is of 
great value in preventing return of ar- 
ticular distress. Again, a simple rule of 
thumb has been found by experience to 
be desirable. Patients with mild gout 
receive 0.5 mg. (1 tablet or granule) 
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daily; those with moderate gout, 1.0 mg. 
daily; and those with severe gout, 1.5 
mg. daily. After the patient has been on 
the prophylactic regimen for several 
years, the dosage may be reduced, and, 
by the fifth year, it may be no more than 
25 per cent of that recommended in- 
itially. At no time, however, should pa- 
tients with moderate or severe gout be 
off both drugs for long periods. Since the 
disturbance of intermediary metabolism 
persists throughout the life of the pa- 
tient, some uricosuric action is desirable 
at all times, and the prophylactic value 
of colchicine should not be ignored. 

Other measures for the intercritical 
period comprise simple rules of living. 
It is not our practice to provide patients 
with a diet list. Only those substances 
high in purines, such as liver, kidney, 
and sweetbreads, are forbidden. A liberal 
intake of meat, fish, or seafood is per- 
mitted daily. Most important are atten- 
tion to body weight and avoidance of 
obesity. Alcoholic beverages are not pro- 
hibited. 

The treatment of the acute attack has 
also undergone considerable improve- 
ment in recent years. Colchicine remains 
the drug of choice, although phenylbuta- 
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zone and ACTH have been recommend- 
ed by competent rheumatologists. If the 
prophylactic regimen is followed faith- 
fully, the number of acute attacks should 
be clinically insignificant. Most impor- 
tant is the increased ingestion of colchi- 
cine at the first sign of articular distress. 
The matter of a few hours is important. 
A full course of colchicine, 1.0 mg. every 
two hours until the onset of gastroin- 
testinal distress, may not be necessary if 
a few colchicine tablets are taken at the 
first sign of articular distress. Some phy- 
sicians recommend phenylbutazone, 800 
to 1200 mg. daily, for two or three days; 
others recommend ACTH-gel, 60 to 80 
units daily, for two or three days in place 
of colchicine. Sometimes we use phenyl- 
butazone or ACTH in less than maximal 
amounts in conjunction with colchicine. 


Conclusions 


Gout is a problem of considerable im- 
portance for the older generations, and, 
with increasing longevity of the popula- 
tion generally, a larger number of cases 
of the disease may be expected in the 


future. The malady is familial in nature 
and is associated with a disturbance of 
the intermediary metabolism of uric 
acid. 

Large vessel sclerosis, renal impair- 
ment, and hypertension are relatively 
common in the gouty patient. Except for 
a few patients with critical renal impair- 
ment or an aortic aneurysm, these com- 
plications are not serious and should not 
influence longevity. 

In most patients with gout, the pres- 
ence of the malady should not be the 
determining factor for rejecting a_pa- 
tient for life insurance at a normal pre- 
mium. 

The mortality data in two groups of 
patients studied over a period ranging 
from five to twenty-five years are similar 
or less than those expected in similar 
groups of nongouty males from the same 
age groups. 


The studies were aided in part by a grant from 
the National Institute of Arthritis and Metabolic 
Diseases of the National Institutes of Health, 
Bethesda, Maryland. 
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When physiologic deficiencies in 
older persons with vascular insuffi- 
ciency of the lower extremities have 
been corrected, these patients re- 
spond as well to surgery as do 
younger patients. Current thought 
is that the elderly amputee can be 
rehabilitated with proper prosthet- 
ic training. 


Amputation 
in the 
aged 


ROBERT L. BRADLEY, M.D. 
MICHAEL M. KLEIN, M.D. 
EUGENE H. SHORT, M.D., and 
GEORGE H. ZABLOCKI, M.D. 
HUNTINGTON, WEST VIRGINIA 


Ali four authors serve on the staff of the 
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ingtOn—ROBERT L. BRADLEY and EUGENE H. 
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Dr. Bradley is chief; MICHAEL M. KLEIN in 
the Radiological Section; and GEORGE H. 
ZABLOCKI in the Section of Physical Medi- 
cine and Rehabilitation. 
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HB Rehabilitation must be the goal in 
every amputation performed for obliter- 
ative arterial disease in the aged. Dic- 
tums and generalizations of the past 
should be reviewed and the individual 
patient alone be considered when am- 
putation becomes necessary. 

Historically, older people with vascu- 
lar insufficiency of the lower extremities 
have been treated with a “feeling of 
finality” and, to the patient, amputation 
has come to mean the beginning of the 
end. With renewed interest in this group 
of patients, who are becoming a signifi- 
cant part of our population, we have 
learned that, when physiologic deficien- 
cies are corrected, they respond to sur- 
gery as well as their younger counter- 
parts. As to rehabilitation, if it is car- 
ried out with patience and understand- 
ing, great progress can be seen here also. 

It was formerly believed these ampu- 
tees could not be taught to walk with a 
prosthesis because of their age. It was 
felt that their life expectancy did not 
warrant the time necessary for rehabili- 
tation. In addition, walking with an 
artificial limb was thought to put an 
extra burden on the remaining leg, en- 
dangering it. With this reasoning, the 
elderly amputee had been advised to 
procure a wheel chair and “bide his 
time.” However, many of these patients 
procured their own artificial limbs and 
are doing well to this date. 

In recent years there has been a decid- 
ed change in attitude toward these pa- 
tients. Both the patient and his physi- 
cian have become rehabilitation-con- 
scious. At the Veterans Administration 
Hospital, Huntington, West Virginia, 
this changing concept and a new ap- 
proach to the elderly amputee problem 
have been evident. 
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Procedures 





Thirty-two patients, with an average age 
of 64, have been subjected to amputa- 
tions during the past seven years, with 
40 procedures being performed. Four- 
teen patients had preoperative lumbar 
sympathectomies. Eighteen patients were 
diabetic. The table shows the types and 
numbers of amputations carried out. 
The supracondylar amputation which 
was employed differs slightly from the 
conventional in that it provides a stump 
that can be used for an end weightbear- 
ing or for a routine ischial weightbear- 
ing type of prosthesis. Healing was by 
primary intention in all patients except 












Fig. | 
Conventional Syme’s 
prosthesis. 





Fig. II 


Syme’s amputation 
stump. 
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one in whom secondary amputation had 
to be performed. There were no deaths. 


Rehabilitation 


One group of patients has proved of 
interest to us. The diabetic patients with 
arteriosclerotic gangrene frequently have 
a warm leg on physical examination and 
occasionally a perceptible dorsalis pedis 
pulse. The last 4 diabetic patients in our 
series have had Syme’s amputations per- 
formed, all of which have healed with- 
out difficulty. Three patients are wear- 
ing their prostheses with excellent re- 
sults as seen in figures I and II. No pros- 
thesis procured for the fourth 
patient, who had severe pulmonary 


was 


emphysema. 

An attempt is now made to teach all 
amputees to walk before leaving the hos- 
pital. A conventional type of limb is 
usually utilized. One patient who had 
undergone a bilateral supracondylar am- 
putation was fitted with stubbies. The 
Syme’s prosthesis, as stated above, has 
been most satisfactory. 

Functional pylons are furnished those 
patients who desire them. These are es- 
pecially suitable for elderly people be- 
cause of simplicity of their use and their 
cost is but a fraction of that of regular 


prosthetic appliances. Not included in 
the series were several diabetic patients 
who had gangrenous toes removed with 
complete healing. 


Discussion 


The elderly amputee can be rehabili- 
tated. His entire attitude toward 
putation changes as he progresses with 
his prosthetic 


am- 


training. The modified 
supracondylar amputation gives an ex- 
cellent stump for either weightbearing 
or ischial bearing and is carried out at 
a point where healing is almost perfect. 
Syme’s amputation has been per- 
formed recently on 4 diabetic patients 
with gangrene, all with excellent results. 
It was noted that obliterative arterial 
disease in the diabetic patient differed 
from that in the nondiabetic patient and 
in many patients permitted limited am- 
putations with good results. Anything 
less than a supracondylar operation was 
disappointing in the nondiabetic pa- 
tient with severe arterial insufficiency. 
Of interest is the fact that all the pa- 
tients subjected to amputation were of 
either A or O blood group in our series. 


Types and Numbers of Amputations 


TYPE OF OPERATION 


Unilateral supracondylar 
Bilateral supracondylar 
Syme’s amputation 


Transmetatarsal 


TOTAL 
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From the Veterans Administration Hospital, 
Huntington, West Virginia. 
NONDIABETIC DIABETIC 
PATIENTS PATIENTS 
12 9 
] 5 
0 4 
] 0 
14 18 
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Prognostic 
evaluation 
for 
rehabilitation 
of patients 
with strokes 


CHARLES D. BONNER, M.D. 
CAMBRIDGE, MASSACHUSETTS 


Recent experience confirms the 
need for dissemination of practical 
guides for assessing the potential 
benefits of rehabilitation programs 
to stroke patients. Prognosis de- 
pends upon the previous degree of 
patient activity, adequate receptive 
cerebral function, and good moti- 
vation. Spasticity or neurologic in- 
volvement of the opposite side les- 
sens chances for recovery. The gen- 
eral appearance of the patient and 
dehydration may provide false im- 
pressions of his recovery potentials. 


CHARLES D. BONNER is assistant professor of 
medicine, Boston University Medical 
School, and physician-in-cha rge, Holy 
Ghost Hospital Rehabilitation Unit. 
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Mi Current experience with restorative 
treatment of hemiplegic patients indi- 
cates that, despite the growing accept- 
ance of rehabilitation concepts and the 
establishment of rehabilitation centers 
throughout the country, physicians still 
need practical information on the prog- 
nostic evaluation of stroke patients with 
varied degrees of physical and mental 
incapacity. This need for information is 
documented by the following incidents. 

First, personal discussions with medi- 
cal students during the course of medi- 
cal teaching revealed that the majority 
have had no contact with a rehabilita- 
tion unit and actually have no idea of 
the high degree of independence which 
a stroke victim can attain. 

Second, during a recent visit in a med- 
ical ward of a large teaching hospital, 
6 patients who had experienced cerebral 
thromboses with hemiparesis within the 
preceding six weeks were awaiting dis- 
position to nursing homes without re- 
ceiving or being considered for rehabil- 
itation therapy. The house staff had as- 
sumed that nothing could be done for 
them. 

Third, a senior medical resident, when 
instructed to refer a hemiplegic patient 
for rehabilitation, stated that in all of 
his medical training he had never been 
taught anything about the rehabilitation 
of such patients and he did not realize 
their potential for physical independ- 
ence. Further, a chief resident of a neu- 
rologic service, when called in consulta- 
tion to see a patient with interesting neu- 
rologic findings resulting from a cere- 
bral thrombosis, stated that the oppor- 
tune time to begin mobilizing the pa- 


GERIATRICS, JULY 1959 








tie 
th 
evi 


shi 
fec 
qu 
sta 
he 
of 
ph 
for 
sho 
at | 
nui 
tud 
cus. 
is f 
Ho 
Un 
in < 
rece 
mel 
thai 
pleg 
hos} 
past 
1 
tion 
and 
tien! 
port 
caus 
with 
adm 
light 
espe 
who 
recei 
inva 
TI 
bene 
any 
upon 
the < 
avoid 
preve 


GERIA 














tient would be three to four weeks after 
the inception of his stroke. The patient, 
even at the time of consultation, was 
showing return of function in the af- 
fected extremities and had initiated a re- 
quest to be permitted out of bed. 

Fourth, many questions asked and 
statements made by lay people with 
hemiplegic relatives revealed that most 
of them had been told by their family 
physicians that nothing could be done 
for this type of patient and that they 
should either plan to care for the patient 
at home or arrange for his transfer to a 
nursing home. This unenlightened atti- 
tude has been confirmed by personal dis- 
cussions with practicing physicians and 
is further attested by the fact that the 
Holy Ghost Hospital Rehabilitation 
Unit, which is the only facility of its kind 
in a community of 100,000 population, 
received only 6 applications for the treat- 
ment of stroke patients (out of more 
than 100 such applications for hemi- 
plegic patients) from the doctors and 
hospitals of the community during the 
past five years. 

Therefore, it is felt that any informa- 
tion which can counteract the lethargy 
and pessimism displayed in treating pa- 
tients with strokes is of the greatest im- 
portance. This is particularly true be- 
cause of the great number of patients 
with cerebrovascular accidents who are 
admitted to hospitals. In addition, en- 
lightenment of the family physician is 
especially important for those patients 
who are now kept at home without ever 
receiving the opportunity for evaluation 
in a hospital. 

The determination of the potential 
benefits of a rehabilitation program for 
any one individual depends _ basically 
upon the presence of 3 positive factors, 
the absence of 2 negative factors, the 
avoidance of 2 common pitfalls, and the 
prevention of 3 complications. 
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Positive Factors 


DEGREE OF PREVIOUS ACTIVITY 


If patients have been bedridden, chair- 
bound, or physically inactive before the 
stroke, they probably will not be good 
candidates for rehabilitation. In contrast 
to this, patients who have been active, 
ambulatory, and doing their daily chores 
have the prerequisites concerning previ- 
ous activity and in most instances will 
do well. This information should be ob- 
tained from family or friends before a 
final decision is made. 

CEREBRAL FUNCTION 

The degree of each patient’s ability to 
cerebrate in at least a receptive way, to 
cooperate with simple commands, and 
to possess some power of learning and 
memory must be carefully assessed. In 
many instances, patients may not have 
complete restoration of their former 
mental powers, but this is not always 
necessary to embark upon an active re- 
habilitation program. Physicians may 
consider mild mental confusion, mem- 
ory defects, and aphasia to preclude re- 
habilitation, but this is often not true, 
since the confusion and memory defects 
usually involve time and incidents but 
do not interfere with the execution of 
direct orders received from a therapist. 
Repetition and constant performance of 
the activity make it possible, even with- 
out full mental capacity, to learn slowly 
and show satisfactory progress much as 
is observed in children. Therefore, by 
directing the patient to stick out his 
tongue, close his eyes, lift his good arm, 
lift his good leg, and so on, one can 
evaluate the receptive ability of the pa- 
tient for the therapist’s orders. 

In patients who have receptive apha- 
sia of the auditory type with all verbal 
instructions appearing as jargon, the re- 
habilitation process becomes difficult. It 
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rehabilitation evaluation 
of patients with stroke 


is impractical to communicate by writ- 
ing or gestures. However, if the patient 
has an expressive or amnesic type of 
aphasia, he can have excellent to ade- 
quate cerebration for receiving instruc- 
tions and complying with them. With 
this type of individual, one needs _pri- 
marily to be aware of the deficit and to 
exercise extreme patience with commu- 
nication problems. The aphasic patient 
should never be pushed to the point of 
frustration, disgust, or depression. 

Initial observations and evaluations 
of the mental ability of stroke patients 
will often fail to give an insight into the 
future prognosis. A number of patients 
have been admitted to our hospital who 
were mentally unable to undertake and 
cooperate with a rehabilitation program. 
However, three to six months after their 
cerebral accidents, they began to show 
definite and continuing improvement in 
their cerebral functions, so that they 
were finally able to be placed on the 
program and subsequently were dis- 
charged ambulatory from the hospital. 


MOTIVATION 


Many patients currently referred for re- 
habilitation have had their motivation to 
get well reduced or abolished through 
unnecessary delays of weeks to months 
at home, in general hospitals, or in nurs- 
ing homes. Not only have they become 
used to lying in bed and being washed, 
fed, and completely cared for but many 
have also had complications develop, 
such as frozen shoulders, contractures, 
weakness of their unaffected extremities, 
loss of balance, and decubiti. When final- 
ly placed on an active rehabilitation pro- 
gram, they suffer pain and discomfort, 
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and by then they prefer to be left alone. 
An example of this is one of our most 
recent patients, a woman of 67, who had 
been kept in bed in a general hospital 
for six weeks after suffering a stroke, 
even though some motion had returned 
to the affected side. Three special nurses 
had attended her and she was, at the 
time of admission to our hospital, un- 
able to feed herself, even with her good 
arm. A Foley catheter had been inserted 
in her bladder early in her illness, re- 
sulting in lost bladder function and a 
chronic urinary tract infection. Upon be- 
ing required to feed herself with her 
good arm, this patient refused rehabili- 
tation and forced the family to take her 
home, where she will probably spend the 
rest of her days in bed. 

If rehabilitation begins at the ideal 
time, within twenty-four to forty-eight 
hours after the accident takes place, mo- 
tivation remains high because the patient 
never reaches the point of resigning 
himself to or enjoying dependency. 

Therefore, the positive features which 
should be sought when evaluating a 
stroke patient for rehabilitation are (1) 
history of previously adequate physical 
activity, (2) cerebral functioning to the 
degree of receiving and acting upon 
given commands, and (3) a high degree 
of motivation for or desire to achieve 
independence. 


Negative Factors 
DEGREE OF SPASTICITY 


A significant number of patients are left 
with varying degrees of spasticity in 
both the upper and lower extremities on 
the involved side. When it involves the 
leg to a severe degree, it may seriously 
impair or even prevent ambulation. Cer- 
tain patients do not build up enough 
muscle power to overcome the spasticity 
present and, therefore, cannot advance 
the affected lower extremity forward in 


GERIATRICS, JULY 1959 











a f 
us¢ 
pre 


NEI 
OPF 


Th 
uni 
care 
hay 
ord 
Wh 
icit 
bul: 
is n 
lel | 
adv: 
1 
spas 
the | 
ness 
crea: 


degr 
Com 
VISIB 


In m 
conc 
of st 
assess 
One 
tients 
in fac 
less | 
argy, 
tousle 
nence 
put i 
with | 
pan y 
ed), a 
more 
give a 


DEHYD 


The s 
is very 


GERIA™ 














a functional gait pattern. The practical 
use of the upper extremities is also often 
precluded by spasticity. 


NEUROLOGIC INVOLVEMENT OF 
OPPOSITE SIDE 


The side of the body considered to be 
uninvolved by the stroke should also be 
carefully examined. A few patients may 
have mild signs of spasticity and inco- 
ordination on this so-called good side. 
When this handicap is added to the def- 
icit of the involved side it can make am- 
bulation impossible because the patient 
is not able to adequately grasp a paral- 
lel bar, crutch, or cane and has difficulty 
advancing his good leg forward. 

Therefore, if the negative features of 
spasticity or neurologic involvement of 
the good side are present, the favorable- 
ness of that patient’s prognosis is de- 
creased or negated, depending upon the 
degree of the problem. 


Common Pitfalls 
VISIBLE PHYSICAL ASPECT OF PATIENT 


In many instances, it is easy to be misled 
concerning the rehabilitation potential 
of stroke patients, especially if they are 
assessed soon after the cerebral accident. 
One could easily believe that these pa- 
tients could never be rehabilitated and, 
in fact, that their status appeared hope- 
less because of their prostration, leth- 
absent dentures, 
unshaven faces, inconti- 
nence, and so on. The same patient, if 
put in a chair, with dentures inserted, 


argy, crying 


hair, 


spells, 
tousled 


with hair combed, dry (because the bed- 
pan was offered as frequently as need- 
ed), and possessing hope of something 
more in life than a bed existence, would 
give an entirely different impression. 


DEHYDRATION 


The state of hydration of these patients 
is very important. We recently admitted 
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as transfers from acute hospitals 3 pa- 
tients who, when evaluated upon en- 
trance, looked as though they would not 
live for another twenty-four hours. 
Their eyes were glazed and unseeing; 
they were unaware of their surround- 
ings; and they were completely limp 
and prostrate. Further investigation re- 
vealed that marked dehydration was 
their only problem. Daily parenteral flu- 
ids for five or six days brought about a 
great clinical change in these patients, 
and, by the end of a week, they were 
able to successfully start on a full re- 
habilitation program. 


Complications 
CONSTANT DRAINAGE 


Catheters should not be inserted in the 
bladder of the hemiplegic patient. This 
procedure, which is often carried out as 
a convenience to the nursing staff, fre- 
quently leads to chronic urinary tract 
infections, contracted bladders (some- 
times with stone formation), urinary 
frequency, and false incontinence. When 
such patients reach the point of learn- 
ing to walk, they experience great difh- 
culty in controlling their urine, a com- 
plication which greatly hinders their ac- 
ceptance back into their family circles. 


BED SORES 


Frequent and proper positioning of the 
patient when in bed and early removal 
from the bed to a chair or tilt table will 
prevent the development of chronic de- 
bilitating bed sores. One must bear in 
mind, however, that pressure alone is 
not the sole factor responsible for decu- 
bitus ulcerations. Attention must be paid 
to the maintenance of the external dry- 
ness of the skin as well as to an ade- 
quate state of hydration and nutrition. 
For areas in the skin that have already 
broken down, a successful method of 
treatment includes relief of the pressure 
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problem, exposure of the ulcers to air, 
use of specific antibiotic ointments as in- 
dicated, and daily ultraviolet-ray treat- 
ments. 


CONTRACTURES 


The range of motion of all joints, espe- 
cially those on the weak or paralyzed 
side of the body, must be maintained by 
putting the joints through a complete 
range of passive motion two or three 
times a day. This will prevent the severe 
contractures around the shoulder and 
the knee joints which make it difficult to 
mobilize the patient at a later date. 


Discussion 


To summarize, one may formulate as a 
general rule that most hemiplegic pa- 
tients may reasonably be expected to 
walk out of the hospital as independent 
individuals, provided that (1) the 3 pos- 
itive factors of previous activity, ade- 
quate cerebral function, and motivation 
are present; (2) the 2 negative factors 
of spasticity and neurologic signs on the 
opposite side are absent; (3) one is not 
a victim of the pitfalls of visible physi- 
cal appearance and dehydration; and 
(4) the complications of bladder control, 
bed sores, and contractures have been 
prevented. This rule even applies to 
those individuals who have no return 
of function in either arm or leg because, 
in some instances, these patients will ac- 
tually ambulate without a brace by hy- 
perextension and fixation of the knee, 
and most of them will be able to walk 
with a long leg brace after proper am- 
bulation technics have been taught. 
The outlook for the stroke patient 
should be one of encouragement and op- 
timism. Unfortunately, in most hospitals 
today, the patient with a cerebrovascular 
accident is still considered primarily a 
disposition problem. The majority of 
house staffs who see such patients do so 
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with great disappointment and rarely at- 
tempt to conceal their disgust. They feel 
that a bed is going to be tied up with 
an uninteresting patient for whom noth- 
ing can be done. On the contrary, stroke 
victims actually present most interesting 
challenges and are a frequently recur- 
ring problem to all practitioners. Of 
greatest importance is the fact that 
something dynamic and specific can be 
done for the patient if the doctor is well 
informed and endowed with vision. 

Until the time when every doctor is 
willing to consider a stroke patient as 
much of a therapeutic problem as other 
patients and realizes the positive prog- 
nosis that can be offered by early and 
active treatment, the majority of these 
patients will continue to be doomed to 
chronic invalidism in nursing homes. 
This becomes even more inconceivable 
when we realize that the economic as- 
pects of rehabilitation are being taken 
care of quite well by public and private 
agencies, which enables the family to 
mobilize its resources during the most 
incapacitating period of the illness and 
prepare itself for the simpler care sup- 
port necessary when the patient returns 
to independent living at home. 

We therefore plead that all patients 
who have suffered a cerebrovascular ac- 
cident and who meet the above criteria 
be given the opportunity for rehabilita- 
tion. Should the physician be unable to 
determine the patient’s potential for re- 
habilitation, then he should at least give 
him the chance of being evaluated by a 
consultant from a rehabilitation unit. 
This will assure that, if at all possible, 
the patient will be able to work toward 
returning home as an independent in- 
dividual instead of spending the rest of 
his life as an institutionalized cripple. 


From The Rehabilitation Unit of the Holy Ghost 
Hospital, Cambridge, Massachusetts. 
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Decreasing 
tissue amino 
acid hunger 
with age 


HALVOR N. CHRISTENSEN, PH.D. 
ANN ARBOR 


Observations are presented showing 
that the more rapidly a tissue ts 
growing, the more strongly it con- 
centrates amino acids, even unme- 
tabolizable ones, into its interior. 
With the decline of their growth 
potential, various tissues of the rat 
and at least the skeletal muscle of 
man decline in this concentrative 
activity. 


HALVOR N. CHRISTENSEN is Chairman of the 
Department of Biological Chemistry at 
the University of Michigan. 
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MH The phenomenon of adulthood, nec- 
essary to the control of body size in land 
animals, may have as its eventual price 
many of the aspects of aging. This com- 
munication reviews some metabolic 
changes observed in this laboratory 
which may underlie adulthood. It is well 
known that the change from juvenility 
to adulthood is marked by a gradual 
shift of the fate of food amino acids from 
partially anabolic to wholly catabolic. 
That is, in the growing infant or child, 
a large fraction of ingested protein ni- 
trogen is retained as protoplasmic ni- 
trogen, whereas in the typical adult 
state all of the protein nitrogen appears 
as excretory nitrogen, even if some of it 
may take a long and indirect path to 
eventual excretion. 

One would suppose that, whenever or 
wherever very rapid growth occurs, the 
amino acid levels of the cells involved 
would tend to be depleted by their ac- 
celerated conversion into protein. In- 
stead, quite the reverse is the case. Fetal 
tissues have much higher amino acid 
levels than the homologous tissues of the 
maternal organism.' In regenerating liv- 
er, the amino acids reach unusually high 
levels.2 Neoplastic tissues also show un- 
usually high levels. I am aware of no 
exception to this approximate relation- 
ship between growth rate and amino 
acid levels. 

To understand this paradoxical situa- 
tion, we must consider how amino acids 
enter the cell. Stemming from observa- 
tions of Van Slyke and Meyer in 1913,* 
we know that this does not occur simply 
by diffusion, under the stimulus of lower 
levels within the cells. Instead, the amino 
acids appear to be at much higher levels 
within cells than in the extracellular 
fluid; nevertheless, they continue to en- 
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ter against the apparent concentration 
gradient. The proof that the amino acids 
really are at such high levels within the 
cell (rather than being in some loosely 
bound form) has been difficult and is 
perhaps only recently becoming unequiv- 
ocal. By showing that the same transport 
process is capable of producing elevated 
amino acid levels in adjoining extra- 
cellular phases, in which we can care- 
fully measure the effective amino acid 
concentration, one can demonstrate that 
the elevated levels inside the cell must 
be real.4-6 

To show that cells concentrate amino 
acids into their interior still does not 
explain why exceptionally high levels 
are found inside young or rapidly grow- 
ing cells. One should still expect that 
the levels would be, if anything, lowered 
by accelerated protein synthesis and 
growth. A higher level in the growing 
cell must mean that amino acid concen- 
tration has been primarily and independ- 
ently stimulated as a characteristic fea- 
ture of accelerated growth. 

We can judge that the concentration 
process is indeed independent of the 
known protein-synthetic reactions be- 
cause amino acids of unusual structure 
that do not enter protein-synthetic re- 
actions are nevertheless concentrated. 
The simplest example is a-aminoisobu- 
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tyric acid (AIB), which is simply an ala- 
nine molecule with an extra a-methyl 
group (figure I). This feature blocks 
the amino acid to other metabolic fates, 
anabolic or catabolic, except the trans- 
port process. Therefore the transport 
reaction is judged to be a distinct and 
independent one. 

By using this unmetabolizable amino 
acid, labeled with C14 so that we can 
easily locate it, we can isolate influences 
on the transport process from those upon 
other metabolic reactions. For example, 
when we inject a very small amount of 
AIB into a rat and then wait thirty-nine 
hours to permit it to be distributed, we 
then find different characteristic levels in 
various organs and a much lower level 
in the plasma. Now if this experiment 
is made on a young 50-gm. rat, the 
muscle level is found to be about 4.5 
times the plasma level, whereas, for a 
350-gm. rat, the corresponding ratio is 
only 2.5. Figure II illustrates this change 
with body weight. If the rat is stunted 
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for some weeks he will still have a con- 
centration ratio corresponding to his 
body weight. Of course, on repletion, 
such a rat rapidly catches up to the body 
weight of his litter mates. Hence these 
ratios seem to be associated with the po- 
tential for growth rather than with the 
age of the animal.? 

Similar changes have also been ob- 
served for a number of other tissues of 
the rat. Conceivably they arise from the 
decreased secretion of the growth hor- 
mone, since small doses of bovine growth 
hormone are able to raise the relative 
tissue concentrations of mature rats to 
ratios characteristic of younger animals.§ 

Figure III shows that even sharper 
contrasts are seen between the skeletal 
muscle levels of a-aminoisobutyric acid, 
relative to the plasma, in the child on 
one hand and in men in their 50s on the 
other.® Small muscle samples were taken 
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for us at appropriate surgical procedures 
under the direction of Dr. Mahmoud 
Sidky of our Department of Surgery 
nineteen hours after injection of the ami- 
no acid. Boys of 2 to 4 years had about 
11 times as high levels in the muscle as 
in the plasma, whereas the men had 
levels only 3 or 4 times as high. These 
differences are so clear-cut that a plasma 
analysis alone shows immediately the 
greater depletion produced by the tis- 
sues of the child compared with those 
in the adult. Unfortunately we have not 
examined enough muscle biopsy samples 
to know yet whether the change occurs 
gradually between these ages or whether 
a more or less sharp break occurs upon 
reaching adulthood. 

The term “amino acid hunger” has 
been applied to this changing avidity 
of tissues for amino acids. 

Another experiment bears upon the 
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FIG. 1. Distribution of a-aminoisobutyric acid between serum and mus- 
cle-cell water nineteen hours after intramuscular injection at a remote 
site. The ranges for the serum levels were 82 to 144 for the children 
and 244 to 636 per minute per gram water for the men.’ 
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production of temporary catabolic epi- 
sodes. Rats receiving 2 mg. of hydro- 
cortisone show one clear-cut change in 
the distribution of previously adminis- 
tered g-aminoisobutyric acid. Within 
two hours the liver level rises some 70 
per cent.’ Related actions occur upon 
the distribution of ordinary, metaboliz- 
able amino acids;!° these may very well 
provoke the accelerated urea formation 
and the catabolic phase produced by 
hormones of this class. Other document- 
ed effects of hydrocortisone are also ex- 
plainable by the intensified hepatic cap- 
ture that the hormone stimulates.§ 

The decline of the concentrative ac- 
tivity for amino acids by cells thus seems 
to be a characteristic feature of progress 
into adulthood. 

The experiments reviewed in this paper have 
been supported in part by a grant from the Na- 


tional Cancer Institute, National Institutes of 
Health, United States Public Health Service. 
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THE EFFECT of exercise in decreasing total blood serum cholesterol seems 


indirect rather than direct. In subjects in whom the level is reduced, it is 


apparently accomplished by decreasing body weight by means of the exercise. 


The effect of three months’ supervised exercise on total blood serum 


cholesterol was studied among 31 sedentary middle-aged men. No effect was 


observed among subjects with “normal” initial serum levels. Three “high” 


level subjects showed an appreciable decrease following exercise compared 


with two controls with high initial levels. 


When the subjects of the exercise and control groups were combined, 


change in total serum cholesterol generally accompanied a change in body 


weight, regardless of which group the subject was in. 


Free serum cholesterol showed the same trends, but the relationship with 


body weight changes was not as close. 


H. J. MONTOYE, et al.: The effects of exercise on blood cholesterol in middle-aged 
men. Am. J. Clin. Nutrition 7: 139-145, 1959. 
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The many 
causes of 
migraine in 
middle-aged 
and elderly 
women 


WALTER C. ALVAREZ, M.D. 
CHICAGO 


Many a woman in middle age suf- 
fers from nervous storms, the na- 
ture of which is puzzling until the 
physician inquires and learns that, 
in her youth, she had spells of typi- 
cal migraine. Then more question- 
ing will show that the spells in mid- 
dle age, which consist perhaps of 
dizziness, great fatigue, some nausea, 
and some abdominal pain, are 
equivalents of migraine. 
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» Migraine is a disease which, in the 
cases of well-adjusted, happy, and _for- 
tunate persons, is practically over and 
done with by the age of 30. When it per- 
sists into middle or old age, or when, 
after going away in the person’s youth, 
it comes back in a severe form, the physi- 
cian must ask himself, “Why did it per- 
sist or come back; what is the extra cause 
or causes?” Then he must spend much 
time with the patient, who is more often 
a woman, learning all he can about the 
strains in her life. He may have to look, 
also, for hypertension, cerebral arterio- 
sclerosis, or an inheritance of psychosis, 
or mild dysrhythmia in the electroen- 
cephalograms. A woman with a stormy 
emotional life can be harrassed by mi- 
graine all her days. 

There are three main causes for mi- 
graine: (1) a hereditary predisposition; 
(2) a sensitizing factor that cocks a trig- 
ger in the body or brain, and sets it fine; 
and (3) a set of triggers, any one of 
which start an attack in a few 
minutes. 


can 


The Hereditary Predisposition 


Usually one can get a history of migraine 
or a migrainous temperament in the pa- 
tient’s family. In 95 per cent of the hun- 
dreds of my women patients, I found 
social attractiveness, a better-than-aver- 
age intelligence, and a decided quick- 
ness of thought and bodily movement. 
Three out of four of the women had a 
small, trim feminine body with well- 
formed breasts. Knowing these attributes, 
a physician should suspect migraine the 
minute an alert and attractive woman 
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walks quickly into his office. It is well 
that he do this, because so commonly, in 
giving her history to an assistant, the 
woman fails to mention headaches. Then, 
his diagnosis is likely to be only “nerv- 
ousness.”” But why the nervousness—often 
with hypersensitivity, or occasional nau- 
sea or dizziness, or prostrating brief spells 
of fatigue or depression? When the phy- 
sician knows at a glance that the woman 
should be migrainous, he will go ahead 
and draw out the story of either typical 
migraine in her youth or an atypical mi- 
graine in middle or later life. 

Rarely can one hope to find much of 
interest on examining a migrainous per- 
son. The cause is in the brain, and few 
conditions below the neck affect the syn- 
drome. My impression is that migrainous 
women up to the ages of 60 or 70 are 
more than usually immune to physical 
disease. They can have hypertension, and 
this can make the migraine worse. The 
important thing to do with a woman 
who, in middle age, is still suffering 
much from migraine is to discuss her 
life problems with her. Only when the 
physician knows what these problems 
are is he likely to help her. 

It is questionable whether a person 
can have migraine without the proper 
inheritance. In those cases in which one 
cannot learn of typical migraine in the 
family history, one can sometimes get 
the story of one relative with a typical 
temperament or one who had an occa- 
sional scotoma. Thousands of persons 
have migraine so mild or atypical that 
they never know what it is that bothers 
them. For instance: my mother had the 
temperament plus some days when she 
felt the need for staying in a darkened 
and quiet room. I and my two sons have 
only an occasional scotoma, and my 
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brother has an occasional “let-down 
headache.” Thousands of professional 
men with a tendency to migraine have 
an occasional scotoma and never a head- 
ache. Thousands of women inherited the 
typical body and temperament of mi- 
graine but apparently failed to get the 
gene needed to produce sick headaches 
or headaches of any kind. 

The many women who have migraines 
plus mild fatigue headaches. Hundreds 
of times an assistant of mine, after listen- 
ing to the long story of a woman’s nerv- 
ousness, dizziness, nausea, fatigue, and 
headaches has admitted to me that, al- 
though she might have migraine, the 
syndrome was too bizarre for him to ex- 
press any opinion about it. Then all I 
had to do was to ask the woman if she 
had two types of headache, one a mild 
one relieved by aspirin, and another, a 
terrible one that no drug would help. 
When she said, “Yes,” I would go ahead 
and draw out the two stories: one, that 
of migraine, and another, that of mild 
fatigue headaches. 


The Sensitizing Factors 


In many cases the best thing the physi- 
cian can do is to find what the sensitizing 
factors of a woman’s migraine are. If he 
can do this, and then get the woman to 
do something to relieve her strains, he 
can help her. If he can’t help her to make 
her life easier, he is not likely to cut 
down on the frequency of her headaches. 
As yet, I know of no drug that will work 
this miracle. 

The sensitizing factor sets a sort of 
trigger in the brain—sets it so fine that it 
keeps going off. Many a woman must 
learn to live and think more calmly, or 
she must get more rest and sleep, or she 
must learn to make decisions quickly. 
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She must get her brain into a less irrita- 
ble state. Then, perhaps, the trigger will 
not be going off so frequently. Some- 
times, in the case of a businesswoman, a 
vacation and then the securing of an 
easier job will help most. 

When an epileptic dysrhythmia seems 
to account for repeated migraines. When- 
ever a woman keeps getting frequent 
severe migraines for which no immediate 
cause can be found and especially when 
there is a history of epilepsy or violent 
temper in the family, it is important to 
get electroencephalograms made because 
the woman may have a dysrhythmia. 
Then it is probable that the headaches 
are being triggered by an occasional one 
of the little storms that are occurring in 
the brain. In the absence of an epileptic 
inheritance, the EEG of a migrainous 
person is normal.} 

Mental overwork. Many middle-aged 
migrainous women get repeated head- 
aches when they have been carrying too 
big a load of leadership in clubs and 
other organizations. They are so good at 
this type of work that they can easily get 
to doing too much of it. Men and women 
who write books or compose music can 
get into a highly migrainous state when 
they overdo, perhaps trying to meet some 
deadline. George M. Gould, in his Bio- 
graphical Clinics, gathered hundreds of 
quotations from the letters and biogra- 
phies of several eminent writers and 
musicians to show that when they were 
rushing to finish a piece of work they 
suffered terribly from nausea and head- 
ache and prostrating fatigue.? 

Why migraine, after a long intermis- 
ston, returns in later life. One can learn 
most of what one needs to know about 
migraine in the elderly from the story 
of the kindly old prelate who, in his 
youth, suffered greatly from migraine 
because of much overwork. When in his 
thirties life eased up, he lost his head- 
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aches and was free of them until the age 
of 60. Then, with the overwork that 
came from his elevation to a bishopric, 
he was again prostrated by severe head- 
aches, which came several times a month. 

When a woman of 50 gets back her old 
migraine, she may be having trouble 
with a wandering or drinking or inat- 
tentive or arteriosclerotic husband, or 
she may be having annoyance with an 
unpleasant daughter-in-law or son-in-law, 
or she may be having a hard menopause. 
Or, she may be struggling to control a 
mild psychosis which makes it hard for 
her to live at peace with herself or the 
people about her. She gets headaches 
when she wears herself out with the 
churning of painful or unhappy thoughts. 

As I pointed out in a recent article,* 
when severe migraine returns to a person 
after the age of 50, the physician must 
suspect injury to the brain by hyperten- 
sion or cerebral arteriosclerosis, perhaps 
with the coming of little strokes. Oc- 
casionally, migraines will return for no 
reason that either the patient or the phy- 
sician can discern. 

Anything that makes a person tired 
and tense and abnormally sensitive can 
bring on a siege of migrainous head- 
aches. Many a woman gets headaches 
when worn down by years of marital un- 
happiness, or months spent in caring 
for an ailing child, or in nursing a moth- 
er dying of cancer. Repeated attacks may 
follow a spell of insomnia or a visit from 
one or more uncongenial and perhaps 
dreaded relatives. 

Resentments and antagonisms. Smoul- 
dering resentments sometimes seem to 
sensitize the exciting mechanism. Thus, 
a woman of 45, with repeated and severe 
migraines, admitted that often she got 
to feeling “all burned up” when she saw 
in the public print some mention, not 
necessarily unfavorable, of her minority 
group. As she said, she was much too 
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touchy, with a chip on her shoulder, and 
she was constantly suffering because of 
it. 

The wife of a politician said that her 
worst siege of headaches came when her 
husband was campaigning, and she was 
constantly being outraged by the attacks 
being made on him in the opposition 
newspapers. 

Another woman who was having one 
severe migraine after another finally ad- 
mitted that, although on the surface she 
seemed calm, she was always a seething 
furnace inside, full of hates and hurts 
and animosities and dislikes. 

Worry. Worry and anxiety often sensi- 
tize the migraine-producing mechanism. 
Some patients say that worry is their 
worst enemy. 

Internal secretions. The fact that many 
a woman is free from sick headaches dur- 
ing a pregnancy suggests an effect from 
the internal secretions, but it is hard to 
say just what it is, because many mi- 
grainous women are well during one 
pregnancy and full of headache in an- 
other pregnancy. The sex of the fetus is 
not what determines the type of the re- 
action. Also, many a woman is freed 
from her migraine during only one-half 
of her pregnancy. 

I have been surprised to find how sel- 
dom the migrainous women I see have 
their headaches with their periods. Some 
women get their headaches before the 
period, while others get it during or 
after it. A few get a headache with their 
mittelschmerz. Curiously, some women 
who had severe migraine in childhood 
say they lost it when they began to men- 
struate or later when they married. 

Menstrual headache is thought by 
some to be caused by the accumulation 
of water in the tissues, and a few women 
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say that they can avoid a menstrual 
storm by taking less salt and water just 
before the period or by then taking a 
diuretic. Certainly, some women who 
suffer from migraine at the period note 
that their rings are tight at that time. 

Lack of relief after castration. That 
ovarian function in women is not es- 
sential to the continuation of severe mi- 
graine has been shown by the records of 
the last 113 women I have seen who, for 
their migraine, were given either a total 
hysterectomy or enough pelvic surgery 
to bring a menopause. Not a single one 
said she had lost her headaches. In a 
number of these cases, what with the 
flushes and the depression that followed 
the operation, the woman was much 
more headachy, miserable, and unhappy 
than she was before. A number told me 
of a life-time of suffering from migraine 
that followed castration in their twenties 
or thirties. 

Migraine in men. Curiously, in a very 
few migrainous men a headache occurs 
periodically once a month. I know a man 
of homosexual type who has such a severe 
headache every thirty days. Liveing re- 
ported a similar case in 1873.4 Men. with 
migraine can usually keep at work dur- 
ing an attack. Whenever I find a mid- 
dle-aged man with a severe or prostrating 
migraine, I look for a second inheritance 
of psychosis or epilepsy, and often I find 
it. 

To illustrate: as I write this, in comes 
a man of 47 who, every two or three 
days, is almost prostrated by a sick head- 
ache. He inherited severe migraine from 
both his father and his mother; but 
worse yet, he inherited from his paternal 
forebears enough of a tendency to psy- 
chosis to give him a stormy emotional 
life. His father, his father’s father, and 
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this grandfather’s brothers were alco- 
holics. One of his father’s sisters was so 
depressed she had to have shock treat- 
ments. 

Chemical or tides in the 
body can stir up migraine. Many mi- 
grainous persons get their attacks of mi- 
graine at a certain hour of the day or 
night. Thus, in an eight-year study, | 
found that 69 of 107 of my scintillating 
scotomas came between the hours of 10 
A.M. and | P.M. This suggests that the 
storm comes with some tide in the me- 
tabolism of the body or the brain. Rein- 
forcing this idea is the fact that, for 
many years, I used to get a pseudo-ulcer 


metabolic 


type of hunger pain at this same time of 
day, when now I get most of my scotomas. 

In some cases, the coming of an aura 
shows that, preceding a headache, some- 
thing happens to the metabolism of the 
body or brain. The husband of a mi- 
grainous woman may say, “I know when 
she is building up to an attack because, 
the evening before, she is unusually talk- 
ative, energetic, euphoric, amorous, hun- 
gry, thirsty, or slightly manic. She may 
then have a bad breath, which is unusual 
for her.” 

Some of my patients said they got some 
warning of a coming headache as long 
as three days before—one developed a big 
appetite, another became very energetic, 
and another had three days of nausea 
and abdominal pain. One woman used 
to wake with a pale ring of skin around 
her mouth which told her relatives that 
she would have migraine that day. 

Like many another migrainous wom- 
an, George Eliot at times used to say that 
she was feeling so “dangerously well” 
that she feared a headache was von its 
way. An able scientist tells me_ that 
whenever his wife is building up to a 
migraine she gets a bit edematous. Some 
women say that in an aura they urinate 
frequently, or they get very thirsty. 
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Curtous observations. Some women get 
their migraines only in winter. I often 
wonder why a nervous strain will pro- 
duce in one woman a series of headaches, 
while in another woman it will produce 
a peptic ulcer, hypertension, mucous col- 
ics, repeated belchings, regurgitation, 
heartburn, excessive perspiration, fre- 
quent urination, or a neurodermatosis? 
Why, also, should the insane woman 
with her stormy emotions rarely suffer 
from migraine? Several superintendents 
of mental hospitals have told me that 
their patients rarely complain of mi- 
graine. 

Boredom. Curiously, migraines can be- 
come acute when a woman is bored, per- 
haps without enough to do. A long-over- 
worked widow began to suffer from mi- 
graine when her sons graduated from 
college and began to send her each 
month enough money so that she no 
longer had to work. I remember, also, a 
physician who, at the start of World War 
II, gave up a busy practice and was sent 
to Mayo’s for a refresher course. There, 
with only a series of lectures to attend 
each day, he soon was having one severe 
migraine after another. He and I studied 
the problem with care, but could find 
no explanation for the bad flare-up in 
his formerly infrequent and mild type of 
migraine. Later, he wrote to say that he 
quit having the headaches the day a 
shipful of wounded men arrived in his 
previously almost empty hospital. 

A letup of strain. Many persons get 
their migraines when they experience a 
letup of strain. Nurses get their migraine 
on their day off, some women get their 
attack the day after their maid’s day off, 
and women who lead church choirs get 
their migraine on Monday. Some men 
get their migraines Friday afternoons 
after paying off their employees. 

Puzzling cases. There are cases in which 
a highly migrainous woman will main- 
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tain that her life is easy, her husband is 
kind and loving, her children are good, 
and she cannot think of anything that 
could either sensitize her or serve as a 
trigger. In such a case, I say to the wom- 
an that if I could only live for a day as 
a guest in her home, or if for a day I 
could work alongside her in her office, 
I would probably see what the disturb- 
ing factors are. 

Once, when I did drop in for a week- 
end visit at the home of a well-to-do 
woman who was having terrible attacks 
of migraine, without any trigger mecha- 
nism that she could recognize, I saw in 
a few minutes what the main causes 
were. I saw a very disturbing mother-in- 
law; also, a ‘‘difficult’”’ son, much disliked 
by his father; also, a problem of much 
entertaining of out-of-town buyers; and 
much fatigue due to foolish efforts at 
making the house run “just-so.” When 
the mother-in-law was given her own 
apartment, when the son was sent away 
to a boarding school, when the husband 
did his entertaining at his club, and the 
woman tried to be less fussy as a house- 
keeper, she became almost well. 


Trigger Incidents 


There are many ways of tripping the 
trigger and throwing the patient into a 
sick headache. Following is an account 
of some of them. 

Any happening out of the ordinary. In 
the cases of many women, one of the 
commonest triggers is some happening 
that is out of the ordinary routine. The 
migrainous woman too often tries to 
plan everything, and to set even a time 
limit when each job is to be finished. 
Then, if the work is not done perfectly 
and exactly on time, she may get upset, 
and, with this, a migrainous headache is 
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likely to start. 

Many women say, “I get a headache 
whenever anything goes wrong and I 
get flustered;” or “I cannot stand any 
confusion around me;” or “I cannot 
stand a crowd or much cross-talk at a 
tea.” 

Some elderly women will be thrown 
into a migraine by a surprise, even when 
it is pleasant—as when a loved son or 
daughter returns, unannounced, from 
college or from a trip. Some women can 
get migraine when embarrassed. Some 
get migraine whenever, at the place where 
they work, they have to change from the 
day shift to the night shift. 

Sight-seeing, shopping, and fatigue. A 
very common trigger is the fatigue of 
sight-seeing or shopping. In the cases of 
many migrainous women, walking 
through a museum or store is likely soon 
to bring great fatigue, and then the wom- 
an must hurry home if she is to avoid 
getting a sick headache. Some migraiiious 
women go into an attack after spending 
hours getting a “permanent.” 

Acute tension. Getting tense can often 
bring a spell, as when a woman gets ap- 
prehensive over an appointment she has 
to meet, a plane she has to catch, or a 
job she has to finish. For instance, | 
have known migrainous bank tellers who 
got a headache about 2 P.M., when flus- 
tered over seeing a queue of persons 
waiting in front of their wicket. 

Hurrying, or being hurried. Many 
women say that one of their worst ene- 
mies is hurry, or a feeling that they 
should be getting after some member of 
the family who apparently is going to 
be late to an appointment. Some women 
get a-headache whenever they fear that 
a husband or son is going to leave the 
house late for work. 
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Too much responsibility. Some women 
will get a migraine when they feel that 
too much responsibility is being put on 
them. 

Anticipations. Migraine can result 
from anticipation of some happening, 
whether exciting, unpleasant, or even 
desired and pleasant. Thus, women have 
told me of going into a sick headache 
just from waiting for a loved husband 
or son to telephone or to arrive on a 
train. Anything that brings a feeling of 
suspense can start an attack. 

Dread of some happening or task. 
Some women get a series of headaches 
whenever they dread some happening, 
such as the visit of a domineering moth- 
er-in-law, or whenever they have to face 
some unpleasant task. I saw a woman 
who was having repeated vomiting spells, 
so severe that her physicians suspected 
intestinal obstruction. I soon learned 
that she, a poorly educated secretary 
brought up in a poor home, had married 
her boss, the city’s leading lawyer and 
clubman. On their return from their 
honeymoon, the husband had said, “Now 
we must have a series of dinners.’ Un- 
fortunately, with her lack of experience, 
the first party dragged terribly; after 
that, whenever her husband spoke of 
giving a dinner, she went into a spell of 
vomiting and abdominal pain, with a 
headache so mild that she failed to men- 
tion it. 

Looking at bright or flickering lights 
or certain designs. The migrainous wom- 
an often gets a sick headache when she is 
exposed to a strong light, perhaps on a 
beach, or reflected from a road, a glass 
desk top, shining organ pipes, a tessellat- 
ed floor, or a number of mirrors. Soranus 
of Ephesus (125 A.D.) told of persons 
who get a scotoma if they look at a spin- 
ning potter’s wheel, or at the glints of 
the sun on the surface of a lake!5 

Some migrainous women cannot stand 
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sewing on a fabric with a striped or 
checked pattern; some cannot even iron 
a dress with such a pattern. Others quick- 
ly have to flee if they enter a room with a 
certain eye-twisting or eye-pulling type 
of wall paper. Some cannot go to a sym- 
phony concert because the sight of the 
violin bows going up and down soon 
brings a sick headache. Others cannot 
watch television, especially when, for an 
occasional few seconds, the image is re- 
placed by moving or jumping lines. 
Many women are greatly distressed by a 
flickering light, such as that produced 
when their train runs past a hundred 
freight cars standing on a track on the 
sunny side. 

Allergy. A few migrainous women can 
quickly bring on a headache by eating 
a food to which they are sensitive. Choco- 
late appears to be the commonest of- 
fender. One woman, highly sensitive to 
milk, was cured when I got her to make 
bread without milk. I know persons who 
can quickly bring on an attack by drink- 
ing ginger ale, or Coca-Cola, or coffee. 

Some physicians used to claim that mi- 
graine is just a form of allergy, but I 
feel sure that allergy is only one of the 
many triggers that can trip the migrain- 
ous “trap.” Many of the patients I see 
with migraine are careful to avoid the 
foods they must not eat, but still they 
have sick headaches triggered by other 
causes. 

Curiously, in many cases the food 
allergen that gives a migrainous woman 
severe abdominal pain or painful canker 
sores is unable to give her a headache. 

Overeating. A few women say that in 
their case overeating can bring a head- 
ache. 

Drugs. Some persons report getting a 
headache on taking some drug, such as 
theobromine, aspirin, or a dye used in 
x-ray studies of the gallbladder. One 
woman told me she always went into a 
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many causes of migraine 


spell of migraine when her doctor gave 
her a shot of liver and iron. 

Smells. Some persons can quickly get a 
sick headache when they smell some- 
thing that offends them, such as a paint 
or a varnish or odors from a hot kitchen. 
A woman had to change beauty parlors 
because her hairdresser reeked of garlic! 
A migrainous woman rejoiced when giv- 
en a job at a cosmetic counter, but soon 
she had to quit because of repeated sick 
headaches brought on by smelling some 
of the perfumes. 

Frights and fears. A sudden fright can 
bring a spell. For instance, a woman, 
when called to the telephone, heard that 
Columbus, Ohio, was calling. Because 
her daughter lived there, she jumped to 
the conclusion that something terrible 
had happened to a grandchild, and a 
great fear struck at her heart. Before 
Central could explain that it was a busi- 
ness call for her husband, her head was 
throbbing with migraine. During World 
War IJ, many a woman with a son over- 
seas went into an attack of migraine just 
from seeing a telegraph boy coming up 
the street; she was so fearful that the 
message was a tragic one for her. 

One morning, as he left for work, a 
man asked his migrainous wife, “Did you 
remember to pay that installment on my 
life insurance?” For a minute she was 
terrified because she could not remember 
having written the check and, if she 
hadn’t sent the money, it might be dis- 
astrous because her husband had _ been 
so seriously ill during the year that he 
might not have been able to reinstate a 
lapsed policy. The woman rushed to 
her desk and was greatly relieved to find 
the stub of the check, but a few minutes 
later she went into an attack of migraine 
so severe that she was ill for two days. 
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Anger. In some migrainous persons, 
anger can quickly bring a headache. Sev- 
eral women told me they always went 
into a spell when they lost their temper. 
A migrainous red-headed and_hot-tem- 
pered woman was so angered at being 
left waiting at the church by the scamp 
who had promised to be there to marry 
her that she went into a spell of vomiting 
so violent and lasting that at four next 
morning a surgeon explored her abdo- 
men. He found nothing, because what 
she had was an unusually violent attack 
of her old migraine. She had similar 
spells on other occasions when she got 
angry enough. 

Noise. Some women will quickly get 
a headache if subjected to noises, as 
from a blaring radio or a jazz orchestra. 
A hundred migrainous women have com- 
plained to me that they could not stand 
much chattering or cross-talk about them, 
as at a tea or reception. 

Certain whistling sounds, the scrap- 
ing of chalk on a blackboard or a pencil 
on a slate, or the sound of a whisk broom 
on a bedspread, within a few minutes 
can drive a migrainous woman almost 
insane. 

Excitement. Quite a few migrainous 
women will get a spell after seeing an 
animal run over in the street, or after 
witnessing any accident, or even after 
having a near escape from one. 

Travel. Many migrainous women get 
an attack on starting on a vacation, or 
on starting back home from one, or on 
arriving home. Whenever a woman says 
she gets sick when she starts for home 
after a vacation, the physician may won- 
der if she is returning to some unhappy 
situation, but commonly the mere 
thought of a trip is upsetting enough. | 
remember one day seeing a frail and 
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ultrasensitive woman go into an attack 
of migraine, just because she had to face 
being driven in her limousine from her 
apartment on Park Avenue to her home 
in Connecticut. Her maid had packed 
her bags and had dressed her, but still 
the thought of the trip was too much 
for her! 

A vasodilating drug. A few migrainous 
persons, when they take a vasodilator, 
such as alcohol, nitroglycerin, histamine, 
or niacin, are likely to get a throbbing 
headache. I know a number of migrain- 
ous women who never dare take a drink 
because a few hours later their blood 
vessels apparently dilate, and this brings 
on a throbbing all over the body with, 
soon, a sick headache. 

A few persons will wake in the morn- 
ing with a migraine if, on retiring, they 
take a hot relaxing bath. This is hard to 
explain. 

Energetic exercise. A few persons can 
get a headache if they indulge in too 
violent exercise. 

Sleeping late. Sleeping late, as on a 
Sunday, will cause an occasional person 
to wake with a migraine. Some of my 
light-sensitive patients suspect that the 
explanation is that when they wake with 
the sun high in the heavens, the sudden 
blow of strong light on their eyes hurts 
them. 

Sexual intercourse. An occasional man 
or woman is thrown into a migrainous 
spell by sexual intercourse. ‘The nervous 
system is probably so violently stimulated 
that the trigger in the brain is tripped. 

Eyestrain. In my experience, eyestrain 
is only a rare cause of sick headaches. I 
cannot remember when a migrainous 
that her headaches 
brought on sometimes by much reading 
or fine sewing. Notwithstanding this, 


woman. said were 


every woman with severe migraine should 
have her eyes well studied every few 
years. The ophthalmologist should, I 
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think, be particularly careful to correct 
with prisms any imbalance in the pulls 
of the external ocular muscles. I suspect 
this because I “cured” two of my patients 
by having prisms added to their correc- 
tion. 

Bad teeth and sinuses. I can remember 
only a very few patients whose migraines 
were brought under control by the re- 
moval of abscessed or impacted teeth or 
by the cleaning out of infected antra. 
Recently, I saw a woman who had been 
in a sort of status migrainous for six 
weeks. She cleared up the day I got a 
dentist to teeth with the 
pulp dead under a filling. In rare cases, 
such dead pulps can produce almost un- 
bearable spasms of facial pain like those 
of tic douloureux. Diagnostic is the fact 
that the terrible jabs of pain come when 
warm food is put into the mouth. The 


extract two 


warmth causes the dying pulp to expand 
and press on the nerve. 

Constipation. In a rare case of mi- 
graine, constipation is an exciting factor. 

A late breakfast. A few women go into 
a spell of migraine if they cannot quick- 
ly eat breakfast, and especially if they 
cannot quickly get their coffee. 

An upset stomach. Some patients say 
that “ 
headache, but usually I suspect that the 
upset stomach was the result and not 


an upset stomach” can usher in a 


the cause of the nervous storm. In some 
cases, it may be an aura. 

Excessive smoking. Some women tell 
me that heavy smoking can bring on an 
attack of migraine. 

An approaching rainstorm. A few in- 
telligent and trustworthy persons have 
assured me that one of their inciting 
causes of migraine is an approaching 
storm or any big change in the weather. 
In certain places in the world, as in 
Switzerland and Hawaii, there is a cer- 
tain type of dry wind (the foehn, or the 
Kona) which sets some persons’ nerves 
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on edge, and thus brings on migraine. brain by a poor circulation. The spells 
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Mj In the course of my work with pa- 
tients over 65, I have found that this 
group can be divided into three cate- 
gories according to their social adjust- 
ment. 

Those persons who can exploit the 
assets they have are rarely seen by the 
psychiatrist since they function well in 
the community, join old-age clubs, find 
part-time employment, make new friends 
readily, and develop new hobbies and 
talents. The people in this first category 
adjust well to new situations, including 
their own diminishing vigor. 

At the other extreme are those per- 
sons with prepsychotic disorders who 
have had poor familial and social rela- 
tionships. Their families usually describe 
them as “queer” but feel they must be 
placated at all costs. For these persons, 
retirement from work can prove dis- 
astrous. They become withdrawn and in- 
creasingly frustrated in their attempts 
to gain pleasure from their environment. 
Psychotic symptoms which may develop 
are exaggerations of their lifelong emo- 
tional patterns. Complaints develop into 
definite hallucinations and paranoid 
trends into delusions of persecution. 

The third category is comprised of 
“borderline” persons who, as they reach 
the 60s, resort to extremes of the various 
devices they have always used to control 
the important people in their lives. ‘They 
have achieved this by being coercive and 
demanding, by acting helpless, or by a 
combination of both. Often they act in 
conjunction with another person in the 
family, usually the spouse, to control 
the family, thus preventing the integra- 
tion of its members into the world-at- 
large. 
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In attempting to alleviate the emo- 
tional distress of the elderly border- 
line or prepsychotic patient, it is 
necessary to recognize that the pa- 
tient’s entire family must be in- 
volved in the treatment. A reversal 
of roles must inevitably take place 
in which the children become sub- 
stitute parents to their own parents 
who need relief from their previous 
responsibilities. 
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diagnosis in 
emotional 
disorders 

of old age 
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family diagnosis in 
emotional disorders 


Family Interaction 


In cases of borderline and prepsychotic 
patients, we find that the interaction of 
family members can be described as 
schizophrenogenic. Their impression of 
the world is that it is violent and un- 
predictable, and they have no conception 
of a tender, cooperative relationship. 
Their basic attitude is that of the pre- 
school child; punishment for error is in 
terms of “an eye for an eye.” Envy and 
revenge are fantasied with violence and 
mutilation and people categorized as 
extreme opposites—that is, very good or 
very bad. 

The most significant disorder in this 
type of family is denial. Whatever is not 
acceptable is not admitted. For example, 
expressions of anger toward parents, sex- 
ual problems, and ambitions and _atti- 
tudes that differ from those of the par- 
ents are, on the surface, ignored by the 
parents. Underneath, however, there lurk 
feelings of violence which, although not 
expressed in words, are conveyed by dis- 
tortion of what has been said. This is 
accomplished, for instance, by lying, by 
ignoring the communication or accept- 
ing it in words but rejecting it by facial 
expression or gestures, and, of course, by 
feeling—pure emotional communication 
such as exists among herd animals and in 
human beings during mob behavior. 

Bateson calls this disordered commun- 
ication the ‘‘double-bind.”! The concrete 
signal, the spoken word, is contradicted 
by the meta-signal, the unspoken com- 
munication, which, because it is so fright- 
ening to the parent, is conveyed in a 
diffuse, untimed manner which makes no 
sense to the child and may overwhelm 
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him with confusion about reality. For 
instance, a child comes into the house 
crying to his mother that his playmates 
have ganged up and beaten him. She 
may say, “Go and fight back; don’t be 
afraid—hit back and they will respect 
you.”’ However, what really comes 
through, with great emotional impact, 
is, “But if you do and like to play with 
your friends I will be left all alone with 
your father and bad brothers and sisters 
and I will be unhappy.” The child has 
received signals to move in opposite di- 
rections—and the typical psychotic in- 
hibition results. 

A common attitude in these psychotic 
families is that illness is always a result 
of a mistake of some kind and that, since 
it places one in a position of being weak 
and dependent, it is a potential danger 
in such a violent and unpredictable 
world. Therefore, when these people 
cannot become part of a successful cen- 
tral dependent combination, they suffer 
the diffuse anxiety of a small child alone 
in a strange place, and they intensify 
their attempts to control by either dom- 
ination or helplessness. ‘This is often seen 
after the death of a spouse where one of 
the children is called upon to substitute. 


Changes in Social Role 


There is a profound alteration of social 
roles in the family of the aged patient 
who becomes sick and helpless and needs 
relief from responsibility. When this re- 
lief is not afforded by the children, fear 
develops and is expressed by various 
symptoms. The children may themselves 
be grandparents, on the surface success- 
ful and well-integrated, but, in their re- 
lations with siblings and parents, they 
still react according to the psychotic fami- 
ly history. Instances of not speaking to a 
sister for nineteen years because she mar- 
ried a communist or forbidding a mother 
to visit the house after twenty-one years 
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because she is too “difficult” are ex- 
amples of the extreme reactions rampant 
in these families. Often this is not ob- 
vious and, therefore, surprising among 
seemingly well-adjusted people. Probing 
reveals that strong emotions, especially 
anger and insistence on self-respect, have 
never been expressed freely in the family 
but have been “denied.” 

In a neurotic family, an acute emo- 
tional storm is settled within a reasonable 
time, but, in a psychotic family, siblings 
may stop communicating with one an- 
other for years over an apparent triviali- 
ty and without overt signs of strong an- 
ger. 

Reversal of Roles 


Children of borderline and prepsychotic 
patients often continue to cling to the 
illusion of their parents as magical and 
powerful, even though these parents have 
always been “helpless.” To illustrate, 
a man of 72, who had been suffering 
from headaches, irritability, and mental 
fatigue, cut down his working hours and 
improved symptomatically. However, his 
children, who were associated with him 
in business, would not accept my advice 
that he could not carry full responsibili- 
ty for the business until he panicked and 
became demoralized during a crisis. 

In such instances, the children must 
face for the first time their parents’ help- 
lessness and reorganize their own lives 
with their parents as dependents. In 
other words, they have to accept the re- 
versal of roles, the children becoming the 
“parents” and the parents becoming 
their “children.” They can then gratify 
the dependency needs of their aged par- 
ents without anger or guilt, and the par- 
ents’ symptoms decrease as security is 
assured. It is out of the question to at- 
tempt reconstructive therapy with these 
people since they would not have re- 
sponded even at a much earlier age. The 
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most effective therapy results from the 
children’s acceptance of their parents as 
their children which, of course, involves 
giving up forever the illusion of their 
parents as powerful figures. 

The focus of treatment depends on 
the degree of disturbance in the individ- 
ual personality. This is directly related 
to the disorders of other family members, 
and I have found that borderline and 
prepsychotic patients are incapable of 
modifying the attitudes of their children 
to them or their own attitudes of control 
over their children. The children’s need 
for an all-providing, nonfrustrating par- 
ental figure, who controls the hostile 
world, may change as the children ma- 
ture and rebel against the connection 
with the parent as a unit against the ag- 
gressive world. In addition, relationships 
within the family change as the children 
marry and have their own children and 
grandchildren and form connections with 
other more normal family units. Oc- 
casionally, one of the children, usually 
a very successful one, becomes a protec- 
tive figure—the “savior” of the family. 
Actually, however, this driving, aggres- 
sive person is a very frightened, helpless 
child who is still forming a union, usual- 
ly with the mother, and deriving some 
magical power from pleasing her. This 
“child” is most resistant to admitting the 
helplessness of his parent. 


Case Histories 


The family of the aged patient includes 
all the people that he needs for material 
or emotional gratification. Sometimes, 
this is comprised of a large group of un- 
related people, especially in the cases of 
bachelors or widows or widowers of long- 
standing, but they have a very important 
effect on the patient’s equilibrium, and 
the therapist has to work with all of 
them to stabilize the situation, as is il- 
lustrated by the following case histories. 
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family diagnosis in 
emotional disorders 


Case 1. In the case of Mr. B., a 72-year- 
old bachelor attorney who suffered from 
a severe agitated depression requiring 
hospitalization, the “family” consisted 
of his housekeeper and chauffeur; his 
fiancee of thirty years’ standing, her 
daughter, son-in-law, and grandchildren; 
his younger brother, sister-in-law, and 
nephew; and his four law partners in the 
firm he founded. 

A thrombosis of the posterior infe- 
rior cerebellar artery, which had occurred 
three years before I first saw the patient, 
had left him extremely irritable, with 
diminished ability to concentrate and a 
constant painful paresthesia of the left 
leg. He was no longer able to play the 
role of benevolent, but extremely con- 
trolling, despot to his “family,” and 
every unit of it was revolting after years 
of accumulated grievances. The law part- 
ners were up in arms against his in- 
sistence that he draw a considerably larger 
salary than any of them, even though 
he had not worked for three years, while 
Mr. B. felt that his partners were plot- 
ting behind his back to oust him from 
the business he had built up. His fiancee 
could not accept his need for constant 
reassurance from her when previously 
he had always reassured her. His brother 
was trying to drive a wedge between 
Mr. B. and his fiancee by reinforcing 
his guilt about his irregular life. The 
housekeeper and chauffeur also were re- 
volting against unreasonable demands 
with regard to work conditions and per- 
sonal indignities. All of these people 
loved and respected Mr. B. but had 
never been able to discuss their differ- 
ences with him. 
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Mr. B. was a severely obsessive person 
who, every morning since the age of 15, 
had indulged in a three-hour bowel ritu- 
al involving two enemas. He told me he 
owed his success as a lawyer to his ability 
to get opposing parties to settle their 
differences out of court. Interestingly 
enough, his idea of compromise was “‘to 
bend people to my will.’”’ Now, at the 
time I first saw this man, all the people 
on whom he depended for emotional 
satisfaction were making him angry and 
feel impotent, helpless, and unloved. 

I worked independently with each one 
in the family unit so that he could learn 
to accept Mr. B.’s helplessness and feel- 
ings of frustration and still give him the 
love and respect due. I was able to per- 
suade the four partners to take over the 
responsibility for the firm without too 
much guilt and rage, and, at the same 
time, I was able to get Mr. B. to loosen 
his control and accept a much lower sal- 
ary, which was amply sufficient for his 
needs. The fiancee and her unit were 
encouraged to support him and not agree 
with his irrational fears that his part- 
ners would ruin the business and so 
forth. With the brother who had always 
received financial aid from the patient, 
I explored his jealousy of the fiancee 
and his fear of being disinherited, so 
that he could be more positive and di- 
rectly reassuring to Mr. B. The working 
conditions of the domestic help also 
were discussed and modified. 

Thus the “family” was integrated and 
able to understand this man’s feelings 
of helplessness and his inability to make 
decisions though unwilling to relinquish 
absolute control. These “children” had 
to be urged to force the patient’s de- 
pendency and he to accept it. This was 
a long and difficult task, but, after two 
years’ therapy, the patient improved so 
that he was able to cope with his en- 
vironment. He continues to maintain 
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his own apartment, goes to the office 
every working day for four or five hours, 
and has a companion only at night and 
on week ends. He has again become ac- 
tive in various related professional ac- 
tivities that give him personal satisfac- 
tion and fulfill his social needs. He has 
survived the rapid fatal illness of his 
fiancee, with a normal amount of guilt 
and mourning, and now has new lady 
friends. However, he is still querulous 
and slightly depressed, but this con- 
tinues to improve, and periods of agita- 
tion have been absent for about two 
years. 

Case 2. Sometimes the family disorder 
is more obscure. In the case of Mrs. A., 
a seemingly uncomplicated, though 
severe, agitated depression was un- 
responsive to psychotherapy, and we 
tried When 
there was no therapeutic improvement, 


electric shock treatment. 
this unexpected result led me to in- 
vestigate the family situation in more 
detail through her 38-year-old daughter, 
who was a successful professional wo- 
man. I found the daughter was very over- 
protective toward her mother and great- 
ly disturbed about her illness. I dis- 
covered that there had always been dis- 
Mrs. A. and her hus- 
band, whom she did not respect or love. 


sension between 


Instead, she had lavished all her affec- 
tion on her daughter and on a cousin 
who lived with them. Despite a pretense 
of dependency, Mrs. A. really ruled the 
household. She was the one who always 
had to be pleased and who made every- 
one feel guilty if her wishes were not 
carried out. When the cousin died, Mrs. 
A. increased her demands on her daugh- 
ter, which she could not fulfill, and the 
agitated depression was her response to 
this disturbance in her life. Effective 
therapy took place when the daughter 
was able to understand her guilt over 
her dependence on her mother and her 
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mother’s dependence on her and their 
forming of a pair against the world. She 
was then able to help in effecting a closer 
relationship between her mother and 
father, something which had not ex- 
isted in their forty-eight years of mar- 
riage. 

Relieving the dependency of the chil- 
dren on the parent who is ill and deal- 
ing with the guilty fears and rages which 
this evokes are the most important thera- 
peutic tasks. Of course, this is much 
easier to accomplish if there is only one 
other person involved, as in the case of 
Mrs. A. 

Case 3. Mrs. W., age 72, came to me in 
a state of depression following the death 
of her husband, complaining that she 
felt lonely and unwanted. She had three 
married daughters, all with families, who 
wanted to do whatever they could for 
their mother. Mrs. W. was living with 
one of her daughters who resented her 
helplessness and lack of social activity 
but who was unable to limit her mother’s 
demands on her. Therefore, she insisted 
that her mother visit one of the other 
daughters on weekends and from time 
to time, so that she could have more 
privacy, but neither of the other daugh- 
ters would accept their mother full time 
either. When I called in the three daugh- 
ters, I discovered that each of them felt 
that she should be responsible for exact- 
ly one-third of her mother’s care and 
that they were fighting among themselves 
as to who was doing more than her 
rightful share. 

Exploring a little further, I learned 
that Mrs. W. had ruled the family by 
dividing them against each other when 
they were children. At various times, 
each of the daughters had been her 
favorite, and the others were made to 
feel that they were “bad.” Consequently, 
none of them had ever felt secure in 
their relationship with her. This, of 
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course, was the core of the problem. 
There was no real sense of cooperation 
in working together and caring for their 
mother. Each wanted only one-third of 
the responsibility and no more because 
of their childhood frustration; yet they 
still were dependent on her. 

The infantile, clinging need that these 
daughters still had for their mother was 
well illustrated when one of them said 
to me: “One of the things that infuriates 
me about my mother is that she sits 
down at the table and wants to be 
served, and I want her to serve me still.” 
Although they were shocked when I sug- 
gested placing their mother in a foster 
home so that she would not always feel 
in the way, such a placement was made, 
and the patient has done very well. 

Case 4. Occasionally the parent is will- 
ing to give up control, but, because the 
children resist this and refuse to accept 
their responsibilities, he continues to 
demand control. Mr. S., aged 65, was 
referred to me by his internist because of 
continued severe abdominal cramp, ac- 
companied by depression, following a 
mild attack of amebic dysentery. Mr. S. 
and his three married sons, aged 39, 36, 
and $2, were partners in a successful re- 
tail business which involved close super- 
vision and long hours. The patient 
blamed his attacks of gastric distress on 
episodes of irresponsible behavior on the 
part of his sons and was depressed by a 
fear that if he were no longer able to 
work his sons would allow the business 
which he had struggled to build up “to 
be run into the ground, together with 
my name.” Another problem involved 
the children’s provocative behavior to- 
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ward their difficult and demanding moth- 
er. Mr. B. felt caught in the middle, rec- 
ognizing the irritating characteristics of 
his wife but unable to enforce his de- 
mands on his sons for both responsibili- 
ty to the business and respect for their 
mother. 

After exploring for some time the pa- 
tient’s fear of being a “bad” father, I 
decided to call in the three sons. The 
session lasted two and one half hours 
and was filled with complaints against 
their tyrannical parents. They were 
united by their anger. When I suggested 
that they had the choice of remaining 
with their father or getting equally good 
employment elsewhere, with possibly 
more opportunities for advancement, 
they reacted with stunned silence. 

After the conference with his sons, I 
saw Mr. S. and his wife together and 
succeeded in convincing them that they 
still had to complete the job of educating 
their children. I also spoke to the psy- 
chiatrists who were treating two of the 
sons and confirmed my suspicions of 
their fear of responsibility. After this, 
both parents and children tackled this 
problem, and now the union of the three 
children has been broken up and they 
are able and willing to admit their errors 
and even to discipline each other. They 
now also accept the fact that if they want 
to expand the business they must take 
the responsibility and use the resources 
of the company instead of demanding 
that their father commit his personal sav- 
ings, his only security against chronic ill- 
ness and further declining strength. Mr. 
S. has been insistent that the sons respect 
their mother and not expect her to 
change into a calm and easygoing per- 
son. The sons recognize that what they 
thought was selfishness on their father’s 
part was his fear of undertaking new 
ventures because of declining vigor, and 
they can now accept his imperfections. 
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Although I had spoken to the sons on 
the telephone, I could not get a true 
picture of the interaction until I saw 
them together. In a group, their irra- 
tional, childish resentment emerged, thus 
alleviating their fear and guilt. Mr. S. 
now accepts the psychogenic nature of 
his complaints. 


Discussion and Conclusions 


The basic problem of giving up forever 
the illusion of the all-powerful parent 
often exists in grown-up children who 
ostensibly have made a good adjustment 
to marriage and successfully raised their 
own children. They resent their parents, 
usually the mother, for making insati- 
able, infantile demands for loving care. 
However, once the parent’s role as the 
“child” of the family is established, the 
family attains a new equilibrium to 
which the various members eventually 
adjust. As the parent’s fear of losing his 
children’s love diminishes, the coercive 
demands lessen. 

The best therapeutic device for re- 
lieving anxiety in the parent and rage, 


with guilty fear, in the children is the de- 
velopment in and among all the family 
members of a feeling of mutual respect 
and love based on experiences in the 
past, both in good and bad times, and an 
understanding and acceptance of frus- 
trating and unpleasant experiences of 
the present. If the therapist can help the 
children to give up their longing for the 
return of the nursery situation and mod- 
ify the coercive demands of the parent, 
most children can learn to love and re- 
spect their parents not as powerful fig- 
ures who must provide them with a com- 
pletely fulfilled existence but as human 
beings for whom they may have to pro- 
vide the necessities of life in their old 
age. When the parent is forced to face 
his dependency and the children are 
able to face their responsibilities and 
function as substitute parents to their 
own parents, the problem has been re- 
solved. 
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FENESTRAL CLOSURE occurring later than two years after operation for oto- 
sclerosis is rare, with only two cases encountered in one survey of 690 pa- 
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have remained at the 30-decibel level and are considered a success, while 57 
per cent have a loss of 31 decibels or more for speech frequencies and are 
considered failures. Only 2 per cent of the patients lost all of their gain due 
; to progressive neurosensory deterioration. 
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The effect of an oral androgen on 
senescent memory function was 
studied in an experimental group 
of 13 residents of a home for the 
aged and compared with the effect 
in a matched control group. Signifi- 
cant improvement was found in 
recall of logical material, but there 
was no rise in total memory scores. 
The substance produced a feeling 
of well-being and some sedative ef- 
fect. Some theoretic implications of 


these findings are discussed. 
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ee In previous studies, two types of se- 
nescent memory dysfunction were found 
and described.!;2 One type is character- 
ized by the inability of the aged person 
to recall, on certain occasions, relatively 
unimportant pieces of information, such 
as names and dates, whereas the events of 
which the missing information forms a 
part are available for recollection. This 
“mild type” of senescent memory dys- 
function progresses slowly and is found 
with equal frequency in the two sexes. 

In contrast to this, the second type of 
senescent memory dysfunction is char- 
acterized by an amnestic syndrome: dis- 
orientation, particularly in time, inability 
to recall recent events, and retrogressive 
loss of remote memories. This type of 
memory dysfunction involves personal 
memories, it progresses rapidly in time, 
and it is found about twice as frequently 
in women as in men. 

It is interesting to note that the rela- 
tive prevalence of the senile amnestic 
syndrome in women is paralleled by simi- 
lar findings in other conditions character- 
ized by an amnestic syndrome, particu- 
larly Korsakoff’s alcoholic psychosis.* It 
would seem possible that the female sex 
may have a greater susceptibility to se- 
nile or nutritional pathologic changes in 
the brain systems concerned with memo- 
ry function or that certain, perhaps hor- 
monal, factors present in the male may 
exert a protective function for these sys- 
tems. 

An attempt was made to see whether 
administration of male hormones to se- 
nescent people would have any effect on 
memory function. It is the purpose of 
this paper to report on the preliminary 
results. 
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Review of the Literature 

Hormone preparations have been used 
in aged people by various investigators. 
Benjamin,* who gave 88 (30 menopausal 
and 58 postmenopausal) female patients 
a combination of estradiol benzoate and 
testosterone propionate, found an_ in- 
creased sense of well-being; 
cal strength, energy, and endurance; bet- 


more physi- 


ter emotional balance; and more initia- 
tive. Headaches and angina pains were 
relieved as well as hot flushes and perspi- 
ration. 

Gould and Strosberg gave Glukor, a 
combination of chorionic gonadotropin, 
thiamine chloride, L-glutamic acid, and 
| per cent procaine hydrochloride, by 
injection to 237 aging men. They ob- 
served in their subjects an increase in 
alertness and a feeling of well-being as 
well as a greater resistance toward the 
usual diseases of old age.® Similar results 
were obtained by the same authors® in 
217 women of 60 to 99 years by the use 
of Glutest, a of testosterone, 
thiamine chloride, L-glutamic acid, and 
procaine hydrochloride.® 


mixture 


More specifically concerned with the 
psychologic effects of sex hormone treat- 
ment were the well-controlled studies of 
Caldwell and Watson,’ who gave their 
senescent female patients estradiol ben- 
zoate and subjected them at various in- 
tervals to a battery of psychologic tests. 
The subjects also received testosterone 
propionate to prevent withdrawal bleed- 
ing. Six months after commencement of 
therapy, the patients showed .an increase 
in the ability to think and in the willing- 
ness to expend intellectual energy. Mem- 
ory improved, particularly in response 
to meaningful and logical material, as 
did the ability to learn new material. 
These results improved after twelve 
months, then declined again. This led 
the author to believe that hormone treat- 
ment must be maintained to be effective.’ 
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In contrast to this, Pauker and co- 
workers® could not find significant 
changes in memory function in a group 
of 105 elderly residents of a chronic hos- 
pital who received a hormone mixture 
consisting of ethinylestradiol and methyI- 
testosterone either alone or in combina- 
tion with reserpine. Although there was 
elevation of mood and a sense of well- 
being in the first two and one-half months 
of treatment, 
months. 


Material and Method 


this was lost after three 


The hormone preparation used in this 
experiment was an oral androgen, fluoxy- 
mesterone, 9 fluoro-11B-hydroxy-17 me- 
thyltestosterone (Halotestin). The acute 
toxicity of this drug was found to be con- 
siderably less than that of methyltestos- 
terone when tested by intraperitoneal in- 
jections in mice. Chronic toxicity tests 
showed that it produced a slight inhibi- 
tion of adrenal growth, as did methyl- 
testosterone when both compounds were 
administered orally to young rats. There 
was no toxic effect of either compound 
in any However, the anabolic 
and androgenic effect of orally admin- 
istered fluoxymesterone in experimental 


tissues. 


animals was found to be considerably 
greater than that of methyltestosterone. 
In clinical experiments, fluoxymesterone 
was found to be about 5 times as potent 
in anabolic and androgenic activity as 
methyltestosterone. It should also be 
mentioned that Halotestin did not pro- 
duce sodium retention or jaundice.!° 
Thirteen residents of a home for the 
aged were placed on Halotestin medica- 
tion. The group consisted of 8 women 
and 5 men with ages ranging from 77 to 
87 with a mean of 80.7 years. Six resi- 
dents (3 men and 3 women) did show, on 
clinical examination, only the “mild” 
type of memory dysfunction mentioned 
above. Seven residents (5 women and 2 
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men) showed a senile amnestic syndrome. 
The sex distribution in these two sub- 
groups approximated the sex distribu- 
tion in the population of the home as a 
whole. This experimental group was 
matched by a control group of 13 resi- 
dents with an age range of 76 to 90 years 
and a mean of 83 years. Again, 6 resi- 
dents (3 men and 3 women) showed only 


the “mild” type of memory dysfunction, 
whereas 7 residents (5 women and 2 
men) showed the senile amnestic syn- 
drome. The age ranges and means of the 
groups are shown in table 1. There was 
no statistically significant difference due 
to age between the two groups or, within 
the groups, between the mean age of the 
individuals with “mild” memory im- 
pairment and those with the amnestic 
syndrome. 

Before treatment was started, each 
resident was examined medically, neuro- 
logically, and psychiatrically. Subjects 
suffering from cardiac failure or those 
in whom neoplasm was suspected were 
excluded from this study. 

Memory function was tested with a 
modified Wechsler Memory Scale which 
had been found useful in a_ previous 
study.!! It comprised the following sub- 
tests: (1) orientation in the three fields, 
(2) current information, (3 and 4) tests 
(5) a 


test for partial memory described by 


for recent and remote memory, 


Meyrat,!* (6) a test of immediate recall 
of logical material, (7) digits forward 
and backward, and (8) a test of recall of 
5 objects presented visually and followed 
by an unrelated question before verbal 
reproduction. This memory test was re- 
peated in both the experimental and the 
control groups at intervals of three to six 
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months and averaging four months, dur- 
ing which time the Halotestin group was 
receiving medication regularly. 

The individual dosage of Halotestin 
was 4 to 5 mg. daily, given in tablet form 
in the morning. All subjects in both 
groups were receiving vitamin B in tab- 
let form before the study and were con- 
tinued on this medication throughout 
the experiment. Some of the subjects also 
received chlorpromazine and night seda- 
tion when indicated. Since all subjects, 
including those of the control group, 
were receiving some medication in tablet 
form, no placebo tablets were deemed 
necessary. Care was taken, however, that 
the subjects on Halotestin did not be- 
come aware of receiving special medica- 
tion or more attention from the nursing 
or attending staff than the control group. 


Results 


It should be mentioned that, during the 
whole treatment period, no untoward 
side effects from Halotestin were ob- 
served. More specifically, there was no 
incidence of jaundice or indication of 
neoplasms developing in the subjects of 
the experimental group. No case of heart 
failure or edema formation was observed 
in this group. 

A general beneficial effect from the 
Halotestin medication was noticeable in 
the experimental subjects. Those persons 
with mild memory impairment spoke of 
a feeling of well-being, and some even 
started to work around the home. The 
subjects with senile amnestic syndrome 
became more manageable, ate better, 
and slept better, and, in some of them, 
chlorpromazine and night sedation could 
be reduced or even discontinued. 

Before treatment was begun, the ex- 
perimental group as a whole had a mean 
total score of 60 on the memory scale, 
with a range of 7 to 93, whereas the con- 
trol group reached a mean score of 55, 
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TABLE 1 
Age Distribution 























The number in the bracket is the number of subjects for which the adjacent 
mean and standard error were calculated. 


with a range of 1 to 94 (table 2). This 
difference did not prove significant on 
statistical analysis. However, in both 
groups, there was a statistically signifi- 
cant difference in the memory function 
between the subjects with only “mild” 
memory dysfunction and those with an 
amnestic syndrome. In the experimental 
group, the mean score of the former was 
80 (range 71 to 93) and that of the lat- 


i 


ter 42 (range 7 to 70). In the control 


group, the mean score of those with mild 


dysfunction was 87 (range 77 to 94) and 
the mean score of those with amnestic 
syndrome was 28 (range 1 to 63) (P 
<0.001) . 

After treatment, the experimenta) 
group as a whole reached a mean score 
of 60 (range 2 to 91), whereas the mean 
score of the control group on the second 
test was 52 (range | to 98). The mean 
difference between the pre- and _post- 
treatment scores in the experimental 
group was 0) and that in the control group 


CONTROL HALOTESTIN 
TYPE OF MEMORY IMPAIRMENT TYPE OF MEMORY IMPAIRMENT 
MILD Fasinyin da TOTAL MILD oe TOTAL 
82.7+4.1 (3) 85.0+5.0 (2) |83.64%2.8 ( 5) | 79.341.9 (3) 77.5% O (2) |78.6+1.0 ( 5) 
82.7+1.4 (3) 82.0+1.9 (5) | 82.6+1.2 ( 8) | 81.343.0 (3) 82.4+0.8 (5) |82.0+1.1 ( 8) 
83.2+1.8 (6) 82.9+1.8 (7) |83.0+1.2 (13) | 80.341.6 (6) 81.0+1.1 (7) |80.7+0.9 (13) 





TABLE 2 
Test Scores on Memory Scale Before and After Treatment 
CONTROL HALOTESTIN 
BEFORE AFTER P BEFORE AFTER P 
87+3 ( 6) 81+4 ( 6) 0.30>P>0.20 | 80+ 4 ( 6) pos (6) 0.90>P>0.80 
2628 4) 2627 (7) P>0.90 | 42+11 ( 7) 44210 ( 7) P>0.90 
55+9 (13) 52+8 (13) 0.90>P>0.80 | 60+ 8 (13) 60+ 7 (13) P>0:90 




















The number in the bracket gives the number of subjects for which the adjacent 
mean and standard error were calculated. There were no significant differences 
between the ‘’Before”’ and ‘’After’’ series in the subjects with mild memory de- 
fects or in those with the amnestic syndrome among the controls or the Hal- 


otestin treated group (P>0.20). 
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was —3. This difference was statistically 
not significant. The statistically signifi- 
cant difference between the “mild” type 
and the amnestic syndrome cases in the 
experimental group which was found 
before treatment was also obtained after 
treatment (P<0.001). 

In the subgroups with and without an 
amnestic syndrome, the post-treatment 
scores were as follows. In the experimen- 
tal group, the “mild” cases reached a score 
of 80 (range 67 to 91), and the amnestic 
syndrome group had a mean score of 42 
(range 12 to 80). In the control group, 
the respective values on retesting were 
81 (range 75 to 98), and 28 (range | to 
46). None of these differences was sta- 
tistically significant. 

However, statistically significant dif- 
ferences were obtained on two of the sub- 
tests—namely, recall of logical and mean- 
ingful material (subtest 6) and recall of 
5 visually presented objects followed by 
an unrelated question before verbal re- 
production (subtest 8). These are shown 
in table 3. While, on subtest 6, the ex- 
perimental group showed a gain of 20 
points after treatment, the control 
group showed a loss of 8 points during 
the same period. The difference between 
these scores proved highly significant 
(0.01>P>0.001). Further statistical an- 
alysis showed that the difference in 
favor of the experimental group in the 
recall of logical material was mainly 
achieved by the subjects with the “mild” 
(0.05 >P 
>0.02). The Halotestin-treated subjects 


type of memory dysfunction 


with the amnestic syndrome also showed 
an increase in scores on this subtest, but 
this was not statistically significant (0.2 
SP>0.1). 
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The differences between the scores of 
the experimental and the control groups 
on subtest 8 were also statistically signifi- 
cant, but in the direction opposite to 
subtest 6—that is, after treatment, the 
experimental group showed significantly 
lower scores than did the control group 
(0.01>P>0.001). Here again, this dif- 
ference was due mainly to the lower 
scores of the subjects with the “mild” 
(0.05>P>0.02) . 
The subjects with the amnestic syndrome 
also showed a loss, but the difference was 
not significant (0.2>P>0.1). 


memory impairment 


Discussion 


The results obtained on the memory 
scale in both the experimental and con- 
trol groups confirm the findings of previ- 
ous studies that a quantitatively signifi- 
cant difference in memory function ex- 
ists between the subjects with the “mild” 
type of senescent memory dysfunction 
and those who are suffering from a senile 
amnestic syndrome. It is not within the 
scope of this paper to discuss the psycho- 
pathology and pathophysiology of the 
different types of senescent memory de- 
cline. It should be mentioned, however, 
that there are certain indications that 
this difference represents more than a 
difference in degree. ‘The clinical picture 
seems to indicate that the “mild” type 
represents impairment of recall rather 
than of registration, whereas the senile 
amnestic type seems to be due to im- 
paired registration.? Also, the first type 
seems to represent normal aging, where- 
as the second type indicates the presence 
of a pathologic process in certain parts 
of the brain. Studies are in progress to 
confirm or refute this hypothesis. 

Our observation showed that the use 
of Halotestin resulted in a feeling of 
well-being as well as in a sedative effect. 
Furthermore, there was a statistically sig- 
nificant improvement in memory of 
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TABLE 3 


Differences in Scores Obtained Before and After Treatment on Subtests 6 and 8 























CONTROL EXPERIMENTAL 
TEST MEMORY 
onreet DIFFERENCES P DIFFERENCES P 
Mild —1.33+1.0 ( 6) P>0.90 +2.5+0.8 ( 6) .05>P>.02 
Immediate Semen 
recall of syndrome O+0 ( 7) P=1 +0.7+0.5 ( 7) .2>P>.1 
logical 
memory 
All subjects —0.6 +0.5 (13) 0.30>P>0.20 +1.5+0.5 (13) .02>P>.01 
Mild +0.2 +0.2 ( 6) 0.47>P>0.3 —1.2+0.4 ( 6) .05>P>.02 
“Five Amnestic 
objects’”’ syndrome 00°) P= —0.6+0.4 ( 7) .2>P>.1 
All subjects +0.1 +0.2 (13) 0.70>P>0.60 —0.9+0.3 (13) .01>P>.001 








The number in the bracket gives the number of subjects for which adjacent 
mean and standard error were calculated. A positive difference indicates 
that the scores after treatment were higher than those taken prior to treat- 
ment. A negative difference indicates the reverse. 


meaningful material, but mainly for the 
subjects with the “mild” type of memory 
dysfunction. ‘These showed an increase 
in scores, while the subjects with an am- 
nestic syndrome showed negligible 
change. In the control group, even the 
former subgroup showed a decline in 
logical memory. However, Halotestin did 
not change the type of memory dysfunc- 
tion present in the individual subjects 
nor did it produce, at least in the doses 
administered during a three-month ob- 
servation period, a rise in the general 
memory score. 

It is in line with this observation that 
the experimental group and, here again, 
those with the “mild’’ memory defect 
showed a decline on our subtest 8. On 
this test, recall of visually presented ob- 
jects is interfered with by an unrelated 
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question. This suggested that, with in- 
creased interest in the environment, the 
subject may gain greater interest in the 
“unrelated question” and possibly also 
in the investigator and this might well 
interfere with the recall of the presented 
objects. 

Logical memory appears to be related 
to facilitation in registration, which is 
dependent on perceptual alertness and 
on emotional changes involving interest 
and motivation. Our results would thus 
tend to confirm Caldwell’s observation 
that there is increased willingness to ex- 
pend intellectual energy and a greater 
interest in the environment. Rapaport 
also emphasizes the degree to which emo- 
tional factors seem to affect logical mem- 
Ony* 

It has been shown in a previous paper 
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that registration of experiences for future 
recall is dependent on two factors—per- 
ceptual awareness on the one hand and 
awareness of personal meaning on the 
other.’ In other words, clinical experi- 
ence has shown that impairment of con- 
sciousness leading to impairment of per- 
ceptual awareness interferes with regis- 
tration, sometimes to the extent of com- 
plete amnesia. However, even patients 
with normal perceptual awareness may 
have difficulties in registration—as, for 
instance, the patient suffering from Kor- 
sakoff’s alcoholic psychosis. This difh- 
culty appears to be due to the fact that 
these patients are not aware of the emo- 
tional meaning of the experience, and 
this, in turn, is due to interference with 
the normal function of one of the funda- 
mental brain mechanisms—namely, that 
subserved by the limbencephalic system. 

It seems particularly important that 
the evidence indicates that Halotestin, or 
possibly other hormone preparations, 
may be most useful in preventing or 
slowing down the deteriorative process 
rather than in restoring memory once 
severe impairment has set in. 

However, the emotional improvement 
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seems to apply to the subjects with the 
senile amnestic syndrome as well as to 
those with the ‘ 
ment, since chorpromazine and sedative 
medication could be reduced in the for- 


‘mild’ memory impair- 


mer. The fact that there was no change 
in memory test results for the amnestic 
syndrome group as compared with the 
group with the mild type of memory im- 
pairment may be related to the problem 
of different processes that may be in- 
volved between the mild memory loss 
and the amnestic syndrome. ': 16 

The results of this study suggest that 

further investigation would be warranted 
with attempts to control more of the en- 
vironmental variables and possibly also 
with varying dosage and duration of 
treatment. Such investigations are now 
in progress. 
From the Gerontologic Unit of the Allan Me- 
morial Institute, department of psychiatry, Mc 
Gill University, and The Montreal Hebrew Old 
Peoples and Sheltering Home. 

Thanks are due to the Upjohn Company of 
Canada for supplying us with generous amounts 
of Halotestin, which enabled us to undertake 
this study, to Dr. B. Grad for the statistical 
analysis of the data, and to Dr. I. Liebling and 


Mrs. A. Agrums for their cooperation with the 
patients. 
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Of 30 patients over 65 who received 
meclizine hydrochloride for dizzi- 
ness, 17 reported relief during treat- 
ment and 13 experienced no relief. 
Most of the 16 patients in the study 
with cerebral arteriosclerosis were 
in the group which noted relief. 
Considering the known difficulty 
in relieving dizziness in aged pa- 
tients, the effect of this treatment 
was considered quite satisfactory. 


Meclizine 
hydrochloride 
for dizziness 

in the aged 


ANNI SEPPANEN, M.D. 
HELSINKI, FINLAND 


ANNI SEPPANEN is physician-in-chief at the 
Research Center for the Aged and _ the 
Geriatric Outpatient Department, Helsinki. 
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HM Several antihistaminic agents which 
have been found to be effective in pre- 
vention and treatment of motion sick- 
ness as well as in cases of nausea have 
also been recommended as symptomatic 
drugs for vertigo. Weil has used mecli- 
zine hydrochloride in cases of vertigo 
caused by cerebral arteriosclerosis and 
achieved favorable results.' Orma_ has 
also pointed out the usefulness of anti- 
histaminics in dizziness of the aged.? 


Clinical Study 


Meclizine hydrochloride was adminis- 
tered to a group of 31 patients over 65 
years of age who visited the Helsinki 
Geriatric Outpatient Department com- 
plaining of dizziness. The drug was giv- 
en in doses of 25 mg. 
period of two weeks or longer. Except 


twice a day for a 


for the two criteria of age and dizziness, 
the patients were unselected. ‘The inten- 
sity of their dizziness varied from light 
symptoms to severe and constant attacks. 

The patients were questioned about 
the results of the treatment when they 
next returned to the Outpatient Depart- 
ment. Eight male patients and 22 female 
patients reported the effect of the ther- 
apy—most of them (17) in two weeks 
as requested, some of them (8) after 
three to eight weeks, and a few (5) only 
after three to eight months. The patients 
who supplied information were divided 
in two groups—those whose dizziness 
had been relieved by the medication and 
—those who had not noted any _ bene- 
fit. If the result were questionable, the 
patient was placed in the group of un- 
relieved persons. Some patients applied 
later for another dose of medicine; this 
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TABLE 1} 


Grouping According to Sex and Age 














MEN — WOMEN — TOTAL — 
Relieved by 
nuectisine 3 71 soyr. 14 72.8 yr. 17 2s aye. 
Unrelieved by 
meclizine > 75.8 yr. 8 71.2 yr. 13 73.8 yr. 
TOTAL 8 74° s«yr. 22 T23 yr. 30 We yeyr. 





was considered to be a sign of favorable 
effect. 

The two groups of patients were com- 
pared in regard to their other symptoms 
of importance, particularly those of the 
cardiovascular system. 

Table 1 shows the grouping accord- 
ing to age and sex of the patients who 
were treated by meclizine. 

Some of the important conditions 
which were associated with dizziness in 
these two groups of patients are shown 
in table 2. The incidence of symptoms 
does not correspond with the number of 
patients since one person usually exhib- 
ited several of these symptoms. 

Of the 7 patients with gastrointestinal 
disorders, four had gallbladder disease. 
Of patients with cervical spondylosis, 
only advanced cases causing distress 
were considered. 

Indications of disorders of the cere- 
bral circulation were considered dizzi- 
ness attacks and were often accompanied 
by balance disturbances, sequelae of apo- 
plexy, severe headache, and memory 
defect, complicated by heart failure of 
various grades. Table 3 lists the main 
prevailing manifestations in these cases. 

Some observations were also made on 
blood pressure records in the different 
groups of examinees—namely, on the 
incidence of high systolic (= 200 mm. 
Hg) and high diastolic (= 110 mm. 
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Hg) pressure (table 4). In some cases, 
the blood pressure records were com- 
pared before and after treatment with 
meclizine (changes >5 mm. Hg). In sev- 
eral cases, the systolic blood pressure 
was lower after treatment than before 
it, the difference being usually 20 to 30 
mm., while the lowering of the diastolic 
pressure was only 0 to 10 mm. In some 
cases, the blood pressure had risen. 


Discussion and Conclusions 


Table 2 shows that dizziness in the pa- 
tients under study was often associated 
with serious disorders in the cardiovas- 
cular system and elsewhere and that, ac- 
cording to the seriousness of the cases, 
no notable difference was seen between 
cases relieved and those unrelieved by 
meclizine. For example, the number of 
patients with congestive heart failure 
(5 and 4), of gastrointestinal disorders 
(3 and 4) and weakened sight (4 and 5) 
occur similarly in both groups. ‘The 
greatest difference between the relieved 
and unrelieved cases is found in the 
grouping of disorders of the cerebral 
circulation. As seen in tables 2 and 3, 
the majority of those patients (12) were 
relieved by meclizine while only 4 pa- 
tients were unrelieved. 

As to the blood pressure of these pa- 
tients (table 4) the diastolic pressure 
was clearly elevated in only a few cases. 
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RELIEVED UNRELIEVED 
TABLE 2 Congestive heart failure 5 4 
eas, Angina pectoris 2 ] 
Principle 
Conditions Disorders of the cerebral circulation i2 4 
Associated Varicose veins 5 a 
with 
Ree Spondylosis deformans cervicalis 4 2 
Dizziness 
Gastrointestinal disorders 3 4 
Loss of hearing 3 ] 
Failing vision 4 5 
DIZZINESS TOTAL 
TABLE 3 RELIEVED UNRELIEVED 
Dizziness attacks 5 2 7 
Chief Symptoms Unsteady walk ] ] Z 
in Disorders 
Severe memory defect 3 - S, 
of the 
Cerebral Severe headache 3 ] 4 
irculation 
Circulatio Total 12 4 16 
UNRELIEVED RELIEVED TOTAL 
TABLE 4 Systolic pressure 
=200 q 6 13 
Effects on Diastolic pressure 
=110 2 3 5 
Blood 
Pressure lowered 
Pressure during treatment 9 2 1] 
(mm. Hg.) 
Pressure risen 
during treatment 4 3 7 
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Lowering of the blood pressure during 
treatment took place more often in pa- 
tients who were benefited by meclizine 
than in those who were unrelieved (9 
and 2). This may have been due to the 
sedative effect of the antihistaminic. 

Naturally, the ability of these patients 
to observe facts and remember them 
could not always be gauged accurately. 
However, in doubtful cases, their rela- 
tives were also asked about the situation. 
There were too few patients under study 
for findings to be accepted as evidence. 
Moreover, the effect of meclizine was 
often temporary. Some patients have 
taken the medicine repeatedly at odd 
times and been without medication be- 
tween times. Their experience showed 
that dizziness kept away only if they 
took this medicine regularly. 

In 2 cases, the patients told about ex- 
periencing some sort of uncomfortable 
feeling after taking the medication. One 
of them claimed some kind of balance 
disturbance and the other one simply 
said that she couldn't tolerate it. In both 
of these patients, the heart was consider- 
ably enlarged and, in the latter patient, 
psychoneurosis was diagnosed. 

When giving meclizine once a day in 
doses of 25 mg. for sea sickness, Arner 
and his co-workers proved that its side 


effects were slight.* The dose for the aged 
patients in the present group has been 
twice as much, but perhaps this can be 
reduced and still be effective. 

In this study, patients who were re- 
lieved by meclizine did not have milder 
cases than the others. On the contrary, 
such patients exhibited a considerable 
number of disorders of cerebral circula- 
tion. Considering the poor general con- 
dition of many aged patients with diz- 
ziness and the known difficulty in reliev- 
ing their symptoms, even a relative im- 
provement is highly acceptable and the 
effect of meclizine achieved here can be 
considered quite satisfactory. 

The experience thus confirms the 
opinion of Weil about the usefulness of 
meclizine for dizziness in the aged, par- 
ticularly in disorders of the cerebral 
circulation. 

From the Research Center for the Aged, Outpa- 
tient Department, Societas Gerontologica Fennica. 
We are indebted to Chas. Pfizer & Co., Inc. for 


the supplies of meclizine (Bonamine tablets) to 
the Geriatric Outpatient Department. 
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ADMINISTRATION Of 1-4 bis (a methyl phenethyl) piperazine dihydrochloride 


to ambulatory patients with mild to moderate hypertension did not signifi- 


cantly reduce average systolic, diastolic, and mean blood pressures for the 


group as a whole. Some antihypertensive action was observed in 3 patients, 


and | patient had an orthostatic reduction of systolic pressure. In 1 normo- 


tensive patient, the drug produced no appreciable change in blood pressure 


and no tranquilization. Side effects are too frequent and severe to permit 


safe use of the drug in hypertensive cardiovascular disease. 


N. H. SCHIMMEL and J. R. BEEM: Preliminary evaluation of a new drug in hyper 
tensive patients. Antibiotic Med. & Clin. Therap. 6: 25-27, 1959. 
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Influence 

of water 
deprivation on 
serum 
cholesterol 

in rabbits 


RUDOLF ALTSCHUL, M.U.Dr. and 
TERRY A. SMART, B.A. 
SASKATOON, CANADA 


Depriving rabbits of drinking water 
for forty-eight hours is followed by 
a significant rise in serum choles- 
terol. The rise does not parallel 
the hemoconcentration as estab- 
lished by red blood cell counts and 
hematocrits, but is greater and also 
more erratic. This seems to indi- 
cate that additional factors, such 
as stress, decreased degradation, or 
excretion may influence the changes 
of the serum cholesterol, which fac- 
tors seem not to affect the red blood 
cell count or the hematocrit. 


RUDOLF ALTSCHUL is professor of anatomy 
and director of the Laboratory of Geron- 
tology, University of Saskatchewan. TERRY 
A. SMART is departmental assistant. 
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Mi The influence of food restriction on 
the development of experimental arteri- 
osclerosis in rabbits has been studied by 
Firstbrook.! The initiative for this study 
probably came from the well-known ob- 
servation that, if undernourished for 
long periods, people show little arterio- 
sclerosis.2:3 

As may be expected, water depriva- 
tion or excess of water intake would 
commonly not influence the course of 
arteriosclerosis, because they are not 
continued long enough. But, even if that 
were the case, no studies have been 
made, to our knowledge, to learn about 
the cholesterol levels during periods 
with hemoconcentration or hemodilu- 
tion. Such changes, however, may have 
been implied in the simple statement by 
Boyd and Oliver that “ 
in the concentration of plasma choles- 


. any change 


terol could be attributed to many fac- 
tors such as an alteration in plasma vol- 
ume.... 4 

Recently, Sherber and Marcus report- 
ed on patients who were given 400 cc. 
of water to ascertain changes in blood 
cholesterol.’ In 50 per cent of their 
cases, there was an extremely rapid de- 
crease of blood cholesterol—a decrease 
which began one minute after the inges- 
tion of the water and which reached up 
to 19 per cent within five minutes. In 
view of this rapid reaction, the authors 
do not consider hemodilution as the fac- 
tor responsible for the cholesterol de- 
crease, but ascribe it to neural regula- 
tion. No mention is made of the effect 
of the ensuing hemodilution. 

Neither Firstbrook’s experiments, nor 
those of Sherber and Marcus, nor the 
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effect of water deprivation 
on serum cholesterol 


aforementioned observations on under- 
nourished people and populations was 
the starting point for our present inves- 
tigation, but a single observation by one 
of us (R.A.) of a chronically sick per- 
son, mainly troubled by kidney stones, 
who more than twenty years before had 
been advised to drink much fluid to 
eliminate newly forming stones by vis a 
tergo.6 This person, in spite of various 
other preceding illnesses and a sojourn 
of several years in a concentration camp, 
died only a few weeks before reaching 
92 years of age. 

To approach experimentally the prob- 
lem of whether hemodilution prevents 
or mitigates arteriosclerosis, one would 
have to find ways and means to make 
animals drink more than they are used 
to drinking, give them cholesterol, and 
then examine their cholesterol levels as 
well as their organs. It seems rather dif- 
ficult to force animals to drink more 
than they want, or to inject them with 
fluids, without creating stress situations, 
and therefore we chose the opposite ap- 
proach—namely, depriving them of wa- 
ter. 


Material and Methods 


Originally, we began a study lasting 
ninety days, our standard time for elicit- 
ing atherosclerosis, during which period 
adult rabbits were given daily cholester- 
ol in capsules or with their feed and 
were deprived of water for six days in a 
week. At the end of the ninety-day peri- 
od, the cholesterol 
changes were to be compared with those 
in rabbits which had been kept under 
identical conditions, including the cho- 
lesterol administration, but 


levels and_ tissue 


receiving 
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water as desired through the entire time. 
This experiment had to be given up for 
the following reason: Although a few 
animals did not seem to miss the water 
very much, the majority appeared to suf- 
fer and ate very little, thus introducing 
at least one other factor which could in- 
fluence the cholesterol metabolism— 
namely, decrease of food intake. More- 
over, several animals died during the 
course of the experiment with water dep- 
rivation. Therefore we changed the in- 
vestigation to short term experiments 
and compared the serum cholesterol be- 
fore and after forty-eight hours of 
thirsting. 

In this connection we wish to point 
out that, in the short term experiments, 
the animals also showed individual dif- 
ferences in reaction: most of them 
seemed not to notice the withdrawal of 
water, whereas others did. Some of the 
first group may have drunk shortly be- 
fore the beginning of the experiment, 
the others not. All this, however, should 
make little difference in consideration of 
the large number of animals used and 
especially in view of the fact that we 
used two additional tests, the red cell 
count and the hematocrit determination 
(Wintrobe’s method), to show the 
changes in hemoconcentration (see lat- 
er). 

From the onset of the experiment it 
could well be surmised that water dep- 
rivation would raise the hemoconcentra- 
tion and thus increase the relative cho- 
lesterol content of the serum. This was 
indeed the case in the first 5 normal rab- 
bits, which received no drinking water 
for forty-eight hours. Blood was taken 
from the ear vein before and after the 
period during which the animals re- 
ceived no fluid. The cholesterol was de- 
termined by the Schénheimer-Sperry 
method as modified by C. S$. McArthur. 
However, from these preliminary tests 
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Effect of Water Deprivation for 48 Hours 




















baie RED BLOOD CELLS % HEMATOCRIT % SERUM CHOLESTEROL 
NUMBER) re. ) (/ he )  — wal NO We: ) (ee./100 ec.) | Meer T Bag] ) ( one 9 ) 
I 7,870,000 | 7,840,000 |— 0.4 43.0 44.0 + 2.3 48 70 
2 5,730,000 |6,120,000 |+ 6.8 39.0 40.5 + 3.8 28 41 
S 6,930,000 |7,850,000 |+13.2 45.5 47.5 + 5.5 30 32 
4 7,010,000 | 7,560,000 }+ 7.8 3710 40.0 + 8.1 96 108 
5 7,660,000 | 8,070,000 |+ 5.4 43.5 44.0 + 1.2 23 23 
6 6,240,000 | 7,330,000 |+17.4 39.0 45.0 +15.3 ‘7 20 
7 6,560,000 | 7,450,000 |+13.5 42.5 44.0 + 3.5 120 128 
8 6,640,000 | 7,310,000 |+10.1 43.5 47.0 + 8.0 49 51 
9 6,130,000 |5,140,000 |—16.1 36.0 30.0 —16.6 125 148 
10 6,660,000 | 7,480,000 }+12.3 40.5 43.0 + 6.2 38 5] 
1] 6,970,000 | 7,910,000 +13.4 40.0 44.0 +10.0 87 127 
12 5,970,000 | 6,360,000 }+ 6.5 38.5 42.0 + 9.1 24 34 
13 6,240,000 | 7,120,000 |+14.1 40.0 43.5 + 8.7 74 99 
14 6,780,000 | 7,570,000 |+11.6 43.5 45.5 + 4.6 45 61 
15 5,980,000 | 7,070,000 |+18.2 38.5 43.0 +11.7 105 114 
16 6,930,000 |6,970,000 |+ 0.5 45.0 45:2 + 1.1 62 64 
iq 6,350,000 | 7,520,000 |+18.4 40.0 47.0 +17.5 58 61 
18 6,780,000 | 7,290,000 |+ 7.5 42.0 47.0 +11.9 84 84 
19 7,520,000 | 8,010,000 |+ 6.5 44.0 49.0 +11.3 42 46 
20 6,480,000 | 6,800,000 |+ 4.9 40.0 44.0 +10.0 66 83 
2) 8,030,000 | 8,710,000 |+ 8.5 43.0 47.0 + 9.3 32 27 
22 7,210,000 |7,560,000 |+ 4.8 42.5 44.0 + 3.5 43 52 
23 5,540,000 |6,070,000 |+ 9.7 32.5 34.0 + 4.6 85 98 
24 6,970,000 | 8,000,000 |+14.8 41.0 44.5 + 8.5 44 44 
25 7,830,000 | 7,940,000 |+ 1.4 43.0 43.0 0 81 94 
26 5,860,000 | 7,320,000 |+24.9 37.0 45.5 +20.2 50 56 
27 6,020,000 | 6,380,000 |4+ 6.0 36.0 38.5 + 6.9 85 100 
28 6,670,000 | 7,050,000 |+ 5.7 42.5 44.0 + 3.5 41 43 
29 6,520,000 |6,840,000 |+ 4.9 41.5 43.0 + 3.6 62 97 
30 7,190,000 | 7,440,000 |+ 3.5 42.0 43.5 + 3.6 82 102 
Mean | 6,709,000 | 7,269,333 |+ 8.5 40.7 43.4 + 6.6 60.9 ts 
S. D. + 7.4 += 0:5 
1. Correlation between the increase in red blood cells and blood serum cholesterol: r = —0.14 (P > 0.5) 
2. Correlation between the increase in red blood cells and hematocrit: r = +0.86 (P < 0.001) 
3. Correlation between the increase in hematocrit and blood serum cholesterol: r = —0.13 (P > 0.5) 
4. Increase in blood serum cholesterol after water deprivation for 48 hours: P < 0.001 
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change 
+45.8 
+46.4 
+ 6.7 
a as 


+17.6 
+ 6.7 
+ 4.0 
+18.4 
434.2 
+46.0 
+41.7 
+33.7 
+35.5 
+ 8.5 
+ 3.2 
+ 5.2 


+ 9.5 
+28.4 
—15.6 
+20.9 
+15.3 


+16.0 
4+12.0 
+17.6 
+ 4.9 
+56.4 
+24.3 


+18.5 
+17.3 
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it appeared that the rise of serum cho- 
lesterol was greater than one would ex- 
pect from the hemoconcentration. ‘There- 
fore it was deemed advisable to examine 
a new group of rabbits and to do red 
cell counts and hematocrits both before 
and forty-eight hours after the water 
deprivation, in addition to the cholester- 
ol determinations. Thirty rabbits were 
used for this experiment and the data 
are shown in the table. 


Results 


As seen from the table, the increases in 
red blood cells and hematocrit are well 
correlated, whereas the increase of the 
serum cholesterol level is much greater 
than either. 

The 
shows no parallel with the increase in 


increase in serum cholesterol 
red blood cells or with the hematocrit, 
because the increase of serum choles- 
terol varies too much and in several 
cases is less than that of the red blood 
cells or of the hematocrit. Per se, the 
increase in serum cholesterol is highly 
significant, if compared with the choles- 
terol level before water deprivation. 
Since the blood samples were always 
taken at the same period of the day, the 
regular daily variation of serum choles- 
terol in rabbits cannot play a role.* 
Therefore, one seems to be allowed to 


postulate that, as far as the increase of 


serum cholesterol after the forty-eight 
hour period of thirsting is concerned, a 


factor or factors other than simple he- 
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moconcentration must have influenced 
the cholesterol level. Technically, exam- 
ination of serum cholesterol by Schén- 
heimer-Sperry’s method gives less varia- 
tion than the red blood cell count, which, 
as is well known, commonly shows a 
high margin of error. For this reason we 
do not think that technical errors are 
responsible for the discrepancy between 
rise of red blood cell count and hemo- 
crit on one hand and that of serum cho- 
lesterol on the other. In other words, in 
hemoconcentration, other 
phenomena, such as_ stress, decreased 
cholesterol degradation, and/or de- 
creased excretion may have influenced 


addition to 


the serum cholesterol level, in some ani- 
mals more than in others. This falls in 
line with what one of us (R.A.)_ has 
termed “unruliness” of experimental ar- 
teriosclerosis. 

Supported by the Teaching and Research Fund, 
College of Medicine, University of Saskatchewan. 
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Glaucoma 
Identification 
card 


DERRICK VAIL, M.D. 
CHICAGO 


DERRICK VAIL is professor and head of the 
Department of Ophthalmology, North- 
western University Medical School, and a 
trustee of the National Medical Founda- 
tion for Eye Care. 


Wi There are two main types of primary 
glaucoma. ‘These are (1) the blocked or 
closed angle type (old term: acute con- 
gestive glaucoma) and (2) glaucoma 
simplex (open angle glaucoma). ‘Vhey 
are two distinct disease entities al- 
though, when untreated, they approach 
the same end, which is absolute glau- 
coma (total blindness) . 

It has been determined by a number 
of carefully performed studies that ap- 
proximately 2 per cent of our people, 
or about one million, who are over 40 
years of age have glaucoma of one type 
or the other. Unfortunately, an undeter- 
mined number of these persons have not 
had their glaucoma recognized in the 
important early stages. However, our 
record is improving as the public is be- 
coming better informed, the general 
practitioners becoming more aware of 
the problem, and more of you learning 
how to recognize early glaucoma and 
what steps to take to safeguard the eyes 
of your patients. Of course, much more 
needs to be done in this respect. 

The blocked angle form of glaucoma 
is primarily a surgical problem and does 
not concern us here. However, it is an- 
other story with glaucoma simplex, 
which is almost always, at least in its 
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early stages, treated medically (miotics, 
Diamox, etc.) . 

Such treatment, like that for diabetes, 
is continuous and for keeps. The patient 
must use his medical treatment, under 
the careful supervision of his eye physi- 
cian, for the rest of his days (unless 
surgery is indicated) . 

The diabetic patient has found that 
the identification card he carries is of 
great value and sometimes lifesaving. 
Using this diabetes card as a good ex- 
ample, the National Medical Foundation 
for Eye Care, with the generosity of the 
Abbott Laboratories and as a joint pub- 
lic service, has arranged to distribute a 
glaucoma identification card (figures I 
and II) to patients with glaucoma. 

Obviously such a card is valuable to 
the patient, especially when he is away 
from home, for it will insure that his 
medical treatment can be continued un- 
interruptedly. Furthermore, should he 
lose or break his glasses, the record of 
his prescription on the card will provide 
for quick replacement. 

Packets of the cards may be obtained 
by writing to the Foundation office, 250 
West 57th Street, New York 19, New 
York, or to Professional Services, Abbott 
Laboratories, North Chicago. 
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Author's Note 


I have often been asked: “How can the 
physician help middle-aged and older work- 
ers with their problems of employment and 
planning for retirement?” Of course, there 
are many obvious ways that will occur in 
normal medical practice with middle-aged 
and older patients, but, beyond this, the 
medical profession can be of great assistance 
in helping to overcome many of the road- 
blocks that stand in the way of employment 
opportunities for older workers. 

One of the simple ways in which physi- 
cians can help is by knowing the facts about 
the productivity and performance of mid- 
dle-aged and older workers and by using 
this information to combat the prejudice and 
discrimination that exist in the community. 
A second way is by knowing about existing 
community services and programs set up to 
help middle-aged and older workers find 
new employment and by making creative 
use of these services. A third way in which 
physicians can be helpful is by assisting 
middle-aged and older workers to prepare 
realistically for retirement and to maintain 
their physical and mental health in the 
middle and later years of life. 

Although I can claim no competence in 
the field of medicine, I have prepared the 
following series of articles on “Employment 
and Preretirement Problems of Older Work- 
ers” as a means of providing information 
which may help health and medical person- 
nel to make a more meaningful contribution 
in these three areas of service. This has been 
done primarily because, in my experience, 
the doctor is a key person in many of the 
decisions affecting the continued employ- 
ment or the retirement plans of middle-aged 
and older workers. 
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A SERIES ON 
Employment 

and preretirement 
problems of the 


older worker 


CHARLES E. ODELL 
DETROIT 


CHARLES E. ODELL, whose specialty is social 
gerontology in relation to post-retirement 
activities and preretirement education and 
counseling, is director of the Older and 
Retired Workers Department of Interna- 
tional Union, U. A. W. 
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Physicians, not only in industry 
but in private practice, have a large 
part to play in the establishment of 
physical standards for jobs and in 
their application to older persons 
seeking employment. A greater con- 
cern for individual capacities re- 
lated carefully to minimum physi- 
cal requirements for competent job 
performance would materially in- 
crease employment opportunities 
for older workers. 


PART | 


Productivity 
of the 
older worker: 


*The remaining articles of this series, 
which will appear in succeeding issues, 
include “Job Counseling and Placement 
Services for Persons Over 40,” “Retirement 
Preparation Education,” and “Phased Re- 
tirement.” 
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Hi Numerous studies of the productivity 
and performance of older workers ap- 
pear in the literature on aging and the 
aged. A variety of approaches have been 
taken in these studies. First, there have 
been a number of opinion-type surveys 
in which supervisors, foremen, and cor- 
poration officers have been asked to eval- 
uate the performance of their older em- 
ployees on a variety of factors. The Na- 
tional Association of Manufacturers has 
conducted two such studies on a large 
sample of its membership.':\? The Bu- 
reau of National Affairs? and more re- 
cently Factory Magazinet have also 
conducted surveys of this sort using a 
representative panel of personnel and 
industrial relations experts as their basis 
for sampling opinion. Temple Univer- 
sity® and the University of Ilinois® have 
also gathered data by this method from 
a representative sample of employers. 

All of these opinion-type surveys 
come to essentially the same conclusion 
—namely, that older workers still on 
the payroll are, in the vast majority of 
cases, at least as good as and sometimes 
better than younger workers in over-all 
performance. In other words, this type 
of research shows only a small propor- 
tion of older workers, including those in 
samples of workers aged 60 and over, 
who seem to be less efficient than their 
younger fellow workers in the same 
types of jobs. While there is consider- 
able variation in the percentages on 
quality vs. quantity of production and 
small variation on other factors such as 
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productivity of 


the older worker 


absenteeism and safety records, these oc- 
cur in a very narrow range, so that it is 
fairly safe to say that, in 8 to 9 cases 
out of 10, the employer rates his older 
workers as capable or more capable than 
his younger workers. 

A second type of study has been done 
on the actual job performance of older 
workers as measured by production, at- 
tendance, and safety records. Cornell* 
and other universities such as Ohio State 
have conducted such studies on workers 
in a variety of industries and occupa- 
tions, and, more recently, the Bureau of 
Labor Statistics completed similar stud- 
ies on fairly large and diversified sam- 
ples of workers in the clothing, shoe, 
and furniture industries.’ 9 These studies 
emphasize that there is no significant de- 
cline in performance with age until the 
working group reaches age 55 and over 
and that, even in this older age group, 
the net decline in productivity is less 
than 10 per cent. They further empha- 
size that, in the majority of cases, in 
each ten-year age group over 45 for 
both men and women, two-fifths or 
more of the older workers exceed the 
production norms of the entire work 
force being studied. 


Older Workers Good Empioyment Risk 


The conclusion from these studies seems 
to be that employers are generally pret- 
ty well satisfied with the performance of 
their older workers, a feeling which ap- 
pears to be substantiated by the record 
of actual performance of older workers 
on the job. This being the case, it is a 
little hard to understand why there is 
such resistance to the hiring of addition- 
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al older workers and to the continuance 
of older workers on the job beyond a 
so-called normal retirement age. 

In other words, employers seem to 
feel that the older workers they already 
have are for the most part satisfactory, 
but they look upon older workers seek- 
ing new jobs as a poor employment 
risk. Is this a justified conclusion? The 
record would appear to indicate conclu- 
sively that it is not. Studies done by the 
Bureau of Employment Security in 1956 
indicate that, on all factors considered 
important in the hiring process except 
years of formal education, older job 
seekers compared quite favorably with 
younger job seekers.'!°'! Further, stud- 
ies by Welford!? and Clark and Dunne™ 
in England in the past few years show 
that older workers can and do adapt to 
new tasks and assignments when given 
the opportunity to do so with proper su- 
pervision and training. Abrams _ also 
cites numerous examples of successful 
job adaptation and reassignment to ac- 
commodate and even increase the utili- 
zation of the skills and abilities of older 
workers and job seekers." 


Overcoming Employer Resistance 


In the light of all this research and 
study, the question may well be asked: 
Why do we have an older worker prob- 
lem? ‘The obvious way to answer is to 
level an accusing finger and say that this 
is a matter of prejudice or discrimina- 
tion. But once having made this accusa- 
tion, what are we prepared to do about 
it? Several states, notably Massachus- 
setts, Rhode Island, Pennsylvania, and 
more recently New York, have passed 
legislation outlawing discrimination 
in the recruiting or hiring of work- 
ers past 40 or 45. Others are consider- 
ing such legislation and Senators Javits 
and Neuberger have introduced bills in 
the Congress which would outlaw such 
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discriminatory practices on a national 
basis. Such legislation should and will 
be seriously considered at both federal 
and state levels if only because of the 
understanding and education of the is- 
sues and problems which it engenders. 
But John Ruskowski’s study! of experi- 
ence with such a law in Massachusetts 
over a period of ten years indicates that 
such legislation is no guarantee that 
there will be a significant increase in 
jobs and job opportunities for older 
workers. 


Arbitrary Standards 


What other approaches can be made to 
this problem of overcoming employer 
resistance and increasing job opportuni- 
ties for middle-aged and older workers? 
The most effective single approach is the 
one which can be made by vocational 
counselors, placement interviewers, in- 
dustrial personnel workers, and indus- 
trial physicians—that is, the job of in- 
dividualizing personnel transactions in 
the labor market so that they become a 
person-to-person relationship between a 
worker looking for a job and an em- 
ployer looking for a worker. The older 
worker looking for a new job is forced 
to run a man-made obstacle race. He 
must face not only age barriers, but a 
whole series of hurdles which he must 
surmount in order to reach his goal. 
These obstacles, like the age barrier, 
are for the most part not directly related 
to job performance. They have been 
erected to minimize the risks involved 
in the personnel process for the counse- 
lor, the placement interviewer, the em- 
ployment manager, the industrial physi- 
cian, and the personnel department. 
Sometimes they exist largely in the 
minds of personnel workers. In other in- 
stances, they have been handed down 
from generation to generation in the col- 
lege textbooks, the procedures manuals, 
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and the policy statements issued by man- 
agement. In still other cases, they result 
from the arbitrary and uncoordinated 
decisions of other persons, such as the 
industrial physicians, safety engineers, 
industrial engineers, or industrial psy- 
chologists. For example, generalized 
physical requirements and educational 
requirements are just as arbitrary in de- 
nying opportunities to older workers as 
the age requirement itself. And yet, 
many personnel workers rigidly adhere 
to such requirements even when they 
know in their hearts that they are not 
really essential to the performance of 
many jobs to which they are applied. 

Aptitude tests are another classical ex- 
ample of this rigidity which indirectly 
and directly bars the older worker from 
employment. In a study which I re- 
ported at a Conference on the Psycho- 
logical Aspects of Aging several years 
ago, it was clearly shown that, while test 
performance does decline with age on a 
cross sectional type of research, there 
are nevertheless many older workers 
who do well on the job even though 
their test performance seems inferior to 
that of younger workers.!® ‘Therefore, 
there should be developed test norms 
which do a good job of selecting both 
younger and older workers. In other 
words, our test research should take into 
account the problem of age norms for 
older workers, just as it takes into ac- 
count age and grade norms for younger 
people in the schools. ‘The same type of 
arbitrary standards are frequently ap- 
plied to the physical and medical aspects 
of the hiring process despite the vast 
array of experience and testimony col- 
lected by the President’s Committee on 
Employment of the Handicapped, and 
other groups indicating that so-called 
“older” and “disabled” individuals can 
do a wide variety of jobs when properly 
placed. 
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Individualized Counseling 


There is some valuable work being done 
to study other aspects of worker per- 
formance on an individualized basis in 
relation to the problems of retirement 
and continuance in employment. The 
work of Dr. Lee Koyl at Sunnybrook 
Hospital in Toronto and of Dr. Leonard 
Breen at the University of Chicago is 
certainly worthy of mention in this con- 
nection. Since both studies are still in 
process, it is premature to draw final 
conclusions, but the approach taken and 
the preliminary results reported at con- 
ferences seem to justify this conclu- 
sion—that we will not find basic solu- 
tions to either the problems of employ- 
ment or retirement for older workers 
until we develop individualized proce- 
dures and technics which make it possi- 
ble to make personnel and medical de- 
cisions fitted to the needs of individuals 
and taking individual interests, abilities, 
and motivation into account. 

To state the issue quite bluntly, there 
is no substitute for professionally sound, 
time consuming, individualized voca- 
tional counseling, job development and 
placement services, sound industrial 
medical practice, and objective industrial 
personnel work. There are far too many 
people in the field of public and private 
personnel work and, I am certain, in in- 
dustrial medical practice, who are look- 


ing for some “gimmick” or crutch which 
will make the job of placing older work- 
ers simple, mechanical, and automatic. 
Unfortunately, I do not see any real 
hope of this, particularly in a period of 
economic recession bordering on depres- 
sion. This means that industrial physi- 
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cians and placement workers in public 
and private agencies and in industry 
have a basic problem to face in re- 
examining their policies and practices 
and in refurbishing their skills to deal 
with this growing segment of job seek- 
ers in the middle and older years. 

The training units and program 
guides recently developed and published 
by the Bureau of Employment Security 
on the program of service to older work- 
ers, along with those developed earlier 
on services to the handicapped, ought to 
be must reading for all those who are 
trying to place the middle-aged and old- 
er job seeker. These materials represent 
a milestone in personnel process and 
technic worthy of the attention of per- 
sonnel workers industrial —physi- 
cians at all levels and in all settings. A 
good beginning has been made in the 


and 


training of state and local office person- 
nel in the use of these materials, 
the upward surge of unemployed work- 
ers who are also unemployment insur- 
ance claimants may well engulf the staff 


but 


engaged on this new program before it 
really gets off the ground. Adequate ap- 
propriations have never been granted to 
finance these services properly. Addi- 
tional funds are badly needed now in 
order to keep some semblance of a spe- 
cialized service to older workers from 
being wiped out when it is most badly 
needed. 


The Physician’s Role 


While 
primarily to the field of industrial per- 


these observations are directed 
sonnel work, they also have prime rele- 
vance to the medical profession. Not 
only industrial physicians but private 
doctors have a large part to play in the 
establishment of physical standards for 
jobs and in their application to individ- 
ual patients or applicants for employ- 
ment. Many middle-aged and older job 
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seekers are denied employment as a di- 
rect or indirect result of the doctor’s 
statements or judgments. A greater con- 
cern for individual capacities related 
carefully to the minimum physical re- 
quirements necessary to competent job 
performance would materially increase 
employment opportunities for middle- 
aged and older workers. If more infor- 
mation is needed concerning this process 


which is known as “selective placement” 
it can be secured from the Bureau of 
Employment Security in the U.S. De- 
partment of Labor or from any of its 
afhliated state and local employment se- 
curity offices. 


Portions of this article appeared in the December 
1958 issue of the Personnel and Guidance Journal 
published in Washington, D.C., by the American 
Personnel and Guidance Association. 
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TEN-YEAR SURVIVAL after radical perineal prostatectomy closely approximates 


life expectancy in normal individuals of the same age group. Follow-up of 


108 patients ten or more years after surgery showed that 43 are living and 


well, 22 are living with recurrence or metastases, 24 died as a result of their 


disease, and 17 died from other causes. (Pathologic specimens showed no 
5 


evidence of carcinoma in 2 of the 108 patients.) ‘There was no operative 
I 


mortality or rectal injury in this series. Ten patients have incontinence; 1, 


peritonitis; and 1, postoperative stricture. 


The five-year survival rate of patients undergoing surgery is similar to that 


of patients receiving estrogen therapy, while the ten-year survival rate of 


surgical patients is higher than that of patients on estrogen therapy. 


J. A. CAMPBELL COLSTON: Radical perineal prostatectomy for early cancer. J.A.M.A. 
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Chronic 
illness— 

threat or 
challenge? 
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When the hurlyburly’s done, 


When the battle’s lost and won. 


ME This is a proper text for many thou- 
sands of men and women who have been 
stricken with heart disease or with one 
of the other chronic diseases of later 
life. These diseases of the heart and vas- 
cular system are called the great killers. 
Two-thirds of us after 50 will have ath- 
erosclerosis and half of these will have 
coronary thrombosis. For every one who 
dies, there are four or more who live 
with their disabilities for many years, 
and the number of survivors will in- 
crease. Chronic disease then becomes a 
challenge rather than a threat. 

In this country, we have made a fetish 
of physical health and length of ‘life. 
Millions look forward to the ease and 
comfort of retirement—a situation §sel- 
dom arrived at. Let us look forward to 
old age and perhaps early invalidism so 
that we may win the battle when it goes 
against us. There is nothing more damn- 
ing than total disability when one drags 
out a life on an insurance allotment or a 
pension. It shows poverty of spirit and 
a life without content. If science is to 
increase the span of life beyond the Bib- 
lical threescore and ten, we must. stop 
fighting old age and fearing sickness, 
and instead welcome the leisure and 
deepening values and opportunities 
brought by old age. It is the quality and 
style of one’s life that makes it worth 
living, not its strength or length. 

Life beyond 50 will not be a nirvana 
for millions, for it will often be lived 
with difficulty and in poor health. But 
perfect health is not necessary or even 
important to one with sufficient mental 
capacities and ambition. Trudeau, Pas- 
teur, the deaf Beethoven, Darwin, and 
Dostoevski were chronic sufferers. John 
Hunter worked long and hard even 
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though he suffered from angina and 
knew that his “life was in the hands of 
any rascal who chooses to annoy or tease 
me.” Paralysis did not deter Franklin 
D. Roosevelt from a great career. The 
list of such people is a long one and 
includes artists, writers, teachers, scien- 
tists, poets, statesmen, and men in in- 
dustry and business. In such persons, 
strength of character overcomes weak- 
ness of body. 

What has happened in the last fifty 
years? The number of people afflicted 
with chronic disease has increased from 
41 to 81 per cent, as deaths from acute 
illnesses have diminished. Infants no 
longer die from diarrhea, diphtheria, 
and scarlet fever, nor do young adults 
die of tuberculosis, typhoid, and pneu- 
monia as they once did. By 1975 in the 
United States there will be 22 million 
persons over 65, most of whom will be 
sufferers from some one of the degener- 
ative diseases—heart 
atherosclerosis, 


arthritis, 
hyperten- 
sion. In addition, because of the recent 
emphasis on automation and early re- 
tirement, there will 


disease, 
diabetes, or 


be other millions 
finding themselves in a new leisure class. 

What are we doing to help these peo- 
ple to make their lives not only happy 
but worth living and productive? For 
many invalids and persons retired be- 
tween 50 and 70, lives of steady growth 
and accomplishment are possible. Among 
this number will be thousands of physi- 
cians partly or wholly invalided because 
of cardiovascular or 
They constitute a 


diseases. 
group of highly 
trained and educated men and women 
whose mental powers are unimpaired. 
Instead of indulging in selfish amuse- 
ments, their lives, because of freedom 
from stress and regular work, could be 


other 
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devoted to intellectual and artistic pur- 
suits to a greater extent than ever be- 
fore. Continued but limited activity, the 
stimulus to broader horizons, and _ pro- 
ductive work are what are needed most. 

Should we not accept the challenge 
to our limited physical powers and use 
our fully functioning mental and spirit- 
ual abilities to their utmost? Should we 
not adopt the motto of John Fiske: 

Disce ut semper victurus 

Vive ut cras moriturus. 

One does not need to enlarge upon the 
opportunities for such work in construc- 
tive and productive living. The entire 
field of the intellect and spirit of man is 
open to the person with ambition and 
enthusiasm. The arts, literature, public 
and community activities, education, the 
encouragement of youth in all aspects of 
our democratic way of life are open to 
us all. 

The masses of somewhat handicapped 
citizens will be able to influence our cul- 
ture if they are made aware of the need 
and realize that it is a privilege and a 
duty. They can join with Ulysses in that 
splendid poem by Tennyson and call 
their companions and say: 

Though much is taken much abides 

and though 

We are not now that strength which 

in old days 

Moved earth and heaven, that which 

we are we are 

One equal temper of brave hearts 

Made weak by 

strong in will 


time and fate but 


To strive, to seek, to find, and not to 
yield. 

H. P. GREELEY, M.D. 

Madison, Wisconsin 
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Biological clocks and aging 


Mi Interesting studies are being made on 
“biological clocks” at the University of 
Minnesota. These regulatory mechanisms 
for living things indicate clearly that 
there are times and seasons for all sorts 
of appropriate activities, many of which 
are important in medicine. These stud- 
ies are being made by Dr. Franz Halberg, 
with the aid of Drs. John J. Bittner, C. 
P. Barnum, George Wadsworth, and Er- 
hard Haus. 

Life seems to be run by many clocks, 
sonie running at one speed and some at 
another. These clocks, which may de- 
pend on cyclic variations of light, tem- 
perature, and humidity, are dependent 
also on body chemistry, hormone output, 
and metabolic rhythms. 

Most important in the over-all picture 
are those biological clocks that regulate 
growth, maturation, senescence, and 
death. Here a series of clocks may be in- 
volved relating to hormones, intracell- 
ular activity, and coordination of nerv- 
ous system, cardiovascular renal system, 
gastroenteric system, and endocrine bal- 


ance. 


We are just beginning to learn some- 
thing about the significance of biological 
clocks for living affairs. The clocks of 
life have not yet been well studied in 
regard to medical affairs, but they may 
be of the utmost importance in connec- 
tion with the aging process. Why is it, for 
example, that all the tissues of the body 
gradually begin to get overrun with fi- 
brous connective tissue? As this fibrous 
tissue increases, the organs in which it 
is growing become less effective. This is a 
characteristic feature of aging, not only 
in the impact organism, but even in tis- 
sue cultures of isolated tissues in the 
experimental laboratory. Maybe if we 
can learn to control the time clock that 
regulates the growth of fibrous tissue, 
we may be able to reduce some of the un- 
desirable consequences of aging in the 
tissues of our body. 

These studies at the University of Min- 
nesota on biological time clocks deserve 
support and interest. They may give us 
the clue to much that may be usefully 
applied in practical geriatrics. 

CHAUNCEY D. LEAKE 


The Ohio State University, Columbus 


Some psychologic patterns of deafness 


Mi \We physicians all know something 
of the problems of the deaf, but I fear 
that many of us forget about them. Dr. 
Eric Susman of Sydney has a fine paper 
on the subject in the March 1 issue of 
Modern Medicine. He starts out compar- 
ing the situation of the blind with the 
deaf. Many people think of the blind as 
saintly, and the deaf as satanic. “The 
blind man is clothed in the beautiful 
garments of sweetness, humility, resigna- 
tion and courage. The deaf man is often 
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waspish, arrogant, petulant, and yet tim- 
orous. The blind enjoy both each other's 
society and the company of normal peo- 
ple. The deaf rapidly become lone wolves; 
they are secretive and introverted.” Dr. 
Susman went on to say that efforts to 
form clubs for deaf people for social, 
therapeutic, and rehabilitative purposes 
have always ended as dismal flops. 

Dr. Susman notes that people don't 
joke about a blind man, but they will 
often joke about a deaf man. He is like 
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the one sober man at a drunken party. 
“Everyone else’s mannerisms and _be- 
havior become to him hideous and silly. 
He feels he does not belong. He is not 
included and is not wanted. This stage 
marks the beginning of the deaf man’s 
bitterness, and his distaste for his fellow- 
men. We very soon have to deal with a 
psychopath whose attitude of mind spills 
over to contaminate all the normal per- 
sons with whom he comes into intimate 
contact.” 

As we all know, many of the deaf de- 
velop paranoid tendencies; they think 
that the people around them are talking 
about them and making fun of them. We 
should remember how many pleasures 
of life are denied the deaf man. If he 
cannot use a hearing aid, he is denied the 
pleasures of the radio, television, the 
movies, and the legitimate theater. 

As Susman says, there is so much be- 
sides mere speech in the human voice, 
especially the voices of loved ones. There 
are the overtones of affection and en- 
thusiasm and excitement. “What a hum- 
drum life it would be but for the nuances 
of speech, the sly digs, the double mean- 
ings, the Wortspiele that mean so much 
in an elegant, educated, cultivated so- 


ciety.” Especially among good-natured 
people there is so much fun through the 
day, with little jokes, a bit of humor, a 
funny story, or a laugh over something 
that happened. For the lonely deaf man 
the world is dull and drab and gray, be- 
cause it is silent. 

No one who hasn’t been stone-deaf, 
can realize the difficulties of going 
through the world unable to hear. Even 
telling a taxi driver where to go, buying 
something in a store, telling the waiter 
what one wants to eat, or even going to 
a doctor can be a problem. I have a 
stone-deaf patient and it is a bit of an 
ordeal when he comes in, because I have 
to write every question and every state- 
ment on a pad of paper for him. He 
reads it, and then answers my question, 
or makes some remark. 

As Dr. Susman says, we must do our 
best to get all of those patients who 
have some hearing left, to use a hearing- 
aid, to adjust to it and to learn to use it 
if this can possibly be done. Many should 
be urged to learn lip-reading. In the 
worst cases, they should be urged to keep 
using pad and pencil. They should never 
quit and retire into a hole like hermits. 

WALTER CG. ALVAREZ, M.D. 


AMA speeds programs for 


health care of aged 


Wi “Revolutionary developments” are 
the words Dr. Gunnar Gundersen, im- 
mediate past president of the American 
Medical Association, uses to describe the 
progress in obtaining health insurance 
coverage for the nation’s older citizens. 

When the AMA launched its drive last 
December for more effective health care 
for those over 65, there were only 8 
medical society sponsored Blue Shield 
plans with coverage available on initial 
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enrollment for persons over the age of 
65. 

As of June 7, 1959, the AMA Council 
on Medical Service reported in Atlantic 
City, there were 21 Blue Shield plans in 
19 states offering programs for the aged. 
In 24 other areas, sponsoring medical 
societies are developing plans to define 
the elements of care to be provided and 
to establish the scope of benefits to be 
offered. 
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The report to the AMA house of dele- 
gates also stated that private insurance 
carriers are working on the problem to 
make coverage initially available to those 
over 65 on an individual basis. The 
Health Insurance Association of America 
has recommended to its 265 member 
companies that every insurer offering 
coverage on a group basis should develop 
and aggressively promote soundly fi- 
nanced coverages that will continue after 
retirement.” 

Far greater progress has been made in 
a shorter time than was considered pos- 
sible last December, the council stated. 

At that time the house of delegates 
voted: 


@ That the AMA, the constituent and 
component medical societies, as well as 
physicians everywhere, expedite the de- 
velopment of an effective voluntary 
health insurance or prepayment plan for 
the group over 65 with modest resources 
or low family income; 

@ That physicians agree to accept a 
level of compensation for medical serv- 
ices rendered to this group, which will 
permit the development of such insur- 
ance and prepayment plans at a reduced 
premium rate. 

The proposal was intended, it was ex- 
plained, to cover that group of older per- 
sons for whom physicians would ordi- 
narily charge less than “usual fees” or, 
in many instances, receive no payment 
at all. Application of the terms “reduced” 
and “modest” was left to the judgment 
of medical societies and their members. 

There has been some misinterpreta- 
tion, it was pointed out, concerning “cut 
rate fees” and that physicians were asked 
to voluntarily reduce the income they 
are currently receiving for care of all 
persons over 65. Some physicians also 
did not understand the proposal applied 
only to persons over 65 with reduced in- 
comes and modest resources. 
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Dr. Louis M. Orr, Orlando, Fla., new- 
ly-installed AMA president, warned that 
if medical leadership does not meet the 
problems associated with the health care 
of the aging, politicians will take over 
the field. 

“The key to sound solutions lies in 
community planning to develop services 
and facilities attuned to the needs of 
older people,” he declared. “This will 
require close co-operation among physi- 
cians, hospitals and all other interested 
groups.” 

One of the most active AMA commit- 
tees is that on aging, headed by Dr. 
Frederick C. Schwartz, Lansing, Michi- 
gan. During the annual AMA meeting 
in Atlantic City, the committee sponsored 
a day-long scientific session on new con- 
cepts in aging, with panels on diseases 
and on nutritional counseling. 

Regional and national conferences 
have been conducted to emphasize the 
responsibility of the medical profession 
in the health care needs of senior citi- 
zens. Now there are 48 committees in 
state medical associations working on the 
subject. 

The first national Conference of the 
Joint Council to Improve the Health 
Care of the Aged met in Washington in 
mid-June. 

A series of regional conferences that 
include representatives of non-medical 
groups began in Salt Lake City this 
spring and others will follow in Boston, 
Minneapolis, Cleveland, Kansas City, 
New Orleans, San Francisco, Atlanta and 
Baltimore during the next ten months. 

Also active in the area will be meet- 
ings of Senator McNamara’s subcom- 
mittee on the problems of the aged and 
aging during the summer and fall. A 
White House conference on aging is 
planned for January 1961 and _ initial 
training institutes for conference leaders 
already are underway. 
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This section of Geriatrics is open 
for informal comment from readers. 
Publication of letters is subject to 
editing and availability of space. 


Radiological Aspects of Carotid Artery 

TO THE EDITORS: 

I have read the article by Dr. Doubleday 
titled “Radiological Aspects of Carotid Ar- 
tery Syndrome,” which appeared in the 
April 1959 issue of Geriatrics, with great in- 
terest. I am sure that many of us have long 
been perplexed by the appearance of a 
widened superior mediastinum and probab- 
ly have felt, for the most part, that this was 
associated with kyphosis of the thoracic spine, 
accompanied by other senile changes in the 
vascular system. Dr. Doubleday has clearly 
demonstrated that this shadow is vascular in 
nature, and his concise commentary together 
with excellent radiographic reproductions 
and sketches should make this most interest- 
ing to the radiologist. 

It must be added, however, that the dem- 
onstration of a widened mediastinum in a 
person with kyphosis does not necessarily ex- 
clude the possibility of some other type of 
mediastinal mass. In many instances it may 
be necessary to thoroughly investigate this 
area before arriving at a definite conclusion. 
However, as the article states, familiarization 
with the fact that, in most instances, this 
kinked carotid artery is seen in association 
with marked kyphosis, with the arch of the 
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aorta at the level of the clavicle, may often 
prevent unnecessary investigation. 
DAN L. FINK, M.D. 


St. Paul 
TO THE EDITORS: 


The concept of degenerative disk disease of 
the dorsal spine as the etiology of the buckled 
innominate and carotid arteries is an in- 
teresting one. However, it is our impression 
that the associated arteriosclerosis which Dr. 
Doubleday describes in his patients is prob- 
ably a more important factor. 

I base this opinion on our experience of 
seeing patients with buckled innominate 
arteries who do not have dorsal kyphosis but 
who do have typical arteriosclerotic aortas. In 
addition, I have seen many patients who 
have marked kyphosis but who do not ex- 
hibit these vascular changes. Furthermore, 
buckled innominate and carotid arteries 
are also seen in aortic incompetence and in 
coarctation of the aorta where the aortas are 
broadened and elongated. The presence of 
the dorsal kyphosis may accenuate the buck- 
ling of these vessels which are already dilated 
and elongated by the underlying disease. 

THEODORE E. KEATS, M.D. 
University of Missouri, Columbia 


Art of Diagnosis 

TO THE EDITORS: 

Here is an experience I recalled after read- 
ing Dr. Alvarez’ article, “The Neglected Art 
of Diagnosis by Eye and Ear,” which ap- 
peared in the September 1957 Geriatrics. 

At the University College in London, 
where I did much of my postgraduate work 
in 1904, one ward was in charge of Sir 
Thomas Barlow, a_ hard-boiled, swearing 
Scot, and the next under Sir Rose Brad- 
ford, a tall, perfect English gentleman. 

Sir Thomas had this custom: After asking 
a patient, “What’s wrong with you?”, his 
second question always was ‘“‘Let me see your 
legs.” Sir Rose, however, was too much a 
gentleman to ask a lady to show her legs. In 
one instance at his clinic, when he had a 
young girl with a large aneurysm in the neck, 
he remarked, “We know that 99 per cent of 
these conditions are due to syphilis, but we 
have gone into this patient’s condition and 
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history carefully and can find no sign of 
syphilis.” (This was before Wassermann) . 
The patient died, and I followed Sir Rose 
into the autopsy room just as the pathologist 
was sawing a gumma, which stuck up like a 
lighthouse, out of her shin. He turned as red 
as possible. 

The point is that if Sir Rose had not been 
such a gentleman and had also looked at the 
legs he would not have made such a mistake. 
One of the best things I have learned is: Do 
not forget to look at both ends. 

ERNEST V. FREDERICK, M.D. 


Highland Creek, Metro-Toronto, Canada 


The Privilege of Leisure 
TO THE EDITORS: 
The careful reader of my article on “In- 
ternational Trends in Planning for Older 
People” in the February 1959 issue of this 
journal may have noted that the comment of 
Dr. Alvarez on this article was not quite 
adequate. However, to avoid any misunder- 
standing, I would appreciate having the fol- 
lowing published in Geriatrics: 

The specific lines on which Dr. Alvarez 


was commenting run as follows: “ ... in 


ig 
courses to prepare for retirement, it seems 
that sometimes too much emphasis is laid 
on the need for everyone to keep active. 

“Preparation for the later years should 
include the acceptance of old age as a period 
of leisure or of simple rest. Modern civiliza- 
tion is so active and busy, and it suggests so 
repeatedly that progress can be made only 
by activity, that we most urgently need rest- 
ing places to reflect and to enjoy what we 
have already achieved. Old people can fill 
a very useful role by functioning as such 
centers of tranquility. They should learn 
then to enjoy their privilege of having 
abundant rest and leisure.” 

In the above I have italicized the key 
words. Thus I have not stated that: 


- Many of us... are much too concerned 


in keeping the elderly person aciive ... .” 

old age should be a period of leisure 
and of rest and contemplation.” (These 
should form part of their life.) 


“ 


. many of the aged should have a resting 
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place or ‘center of tranquility’... .” (I 
have said they should function as such, 
which is quite another thing.) 

5) in which to reflect and to enjoy [in 

such places] what they have achieved.” 

(Instead I said that we, the younger adults, 

should do this.) 

“They [the aged] should have the ‘privilege 
of abundant rest and leisure.’”’ (My state- 
ment was that they should learn to enjoy 
this privilege, which again is quite differ- 
ent from what Dr. Alvarez says.) 

Further on in his editorial, Dr. Alvarez 
wonders if able persons who have achieved 
a great deal in this world derive much com- 
fort from what I have stated. May I ask Dr. 
Alvarez how many persons of, for instance, 
75 or 80 years are “able” and how many of 
them have “achieved a great deal in this 
world?” Does he mean that of the average la- 
borers, who form the mass of the popula- 
tion, all or even a considerable percentage 
“achieve a great deal?” In my opinion, Dr. 
Alvarez is referring to a small minority, the 
happy few who are in that position. So his 
further comments are referring only to the 
exceptional aged person, which also becomes 
evident when he quotes the saying of a 
professor to another intellectual professional 
man. But how many of the aged are pro- 
fessors, research workers, and the like? 

Dr. Alvarez’ statement that “we in Amer- 
ica hardly know what contemplation is, and 
few of us care to spend any time on it” and 
that the Americans have other ideals; is, I 
suppose, for many Europeans also a “thought- 
producing”—and_ revealing—statement. Per- 
haps this can help other countries to under- 
stand better American activities. 

To conclude: I think that in most Euro- 
pean countries the elderly are encouraged to 
be not just passive persons, but, and I heard 
this often on my visits to most of these coun- 


‘ 


tries, many people, both among the “geron- 
tologists” and among the aged themselves, 
claim that the elderly should have the free- 
dom to do or not to do what they like and 
should function as patient and sympathetic 
listeners and advisors to younger people. 
R. J. VAN ZONNEVELD, M.D. 
The Hague, The Netherlands 
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Changing Concepts of Gallstone Formation 
D. R. WEBSTER and E. G. CAIRA. Am. Surgeon 25: 
12-17, 1959. 

The composition of bile can be altered and 
predispose to gallstone formation, which may 
also be influenced by infection and stasis. 
Diet, hormones, and other exogenous agents 
influence bile secretion, converting a solute 
to a gel to the crystalline form of bile. 

The influence of hormones on bile forma- 
tion is suggested by the increased incidence 
of stones in adults as compared to children 
and in women as compared to men. An in- 
creased level of blood cholesterol does not 
cause gallstones, for individuals with cho- 
lesteremia may not have stones, while some 
persons with low cholesterol levels may have 
them. 

Infection alone appears inadequate to pro- 
duce gallstones. Positive cultures are few, 
and the histologic examination of gallblad- 
der sections seldom reveals bacteria or char- 
acteristic tissue response. 

Stasis produced by such anatomic factors 
as stenosis of the ampulla or the duct has 
been implicated as the etiologic agent in 
stone formation. A ten-year follow-up study 
of 22 patients who had gallstones removed 
from normally functioning gallbladders is re- 
ported. Nine eventually underwent cholecys- 
tectomy for recurrent stones, 2 because of 
acute cholecystitis, 6 because of stones in 
nonfunctioning or poorly functioning gall- 
bladders, and 1 because of stones in a normal 
gallbladder. 

Cholesterol gallstones developed in twenty- 
eight days in 83 per cent of a group of ham- 
sters fed a cholesterol free diet, and calculi 
developed after nine days in an entire group 
of rabbits fed dihydrocholestero] in a normal 
diet. Even after cholecystectomy, 10 per cent 
of the rabbits had stones in the common 
duct. Cortisone, progesterone, estrogens, vi- 
tamins A and D, and tetracyclines reduced 
the number of stones formed in both groups. 
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The Natural History of Carcinoma 

of the Lung 

G. L. EMERSON, M. S. EMERSON, and C. E. SHER- 
WOOD. J. Thoracic Surg. 37: 291-304, 1959. 
Analysis of the records and radiograms of 
360 patients with pulmonary carcinoma shows 
a seven-month lag between the first symptom 
and the clinical diagnosis and a four-month 
interval between early radiographic change 
and diagnosis. 

Availability of earlier films for comparison 
with the film studied for a possible chest di- 
sease is helpful in the early diagnosis of lung 
cancer. The destruction of chest films should 
be avoided. 

Eighty-seven per cent of lung cancers were 
in men, and the average age at diagnosis of 
all patients was 58.9; 75 per cent occurred 
in the fifth and sixth decades. Smoking 
habits were not available for 41 per cent, 
nonsmokers numbered 7 per cent, and the 
light smokers totaled 52 per cent. Twenty- 
seven per cent smoked less than | pack a 
day, and 25 per cent had smoked | pack or 
more for twenty years or longer. 

Three-fourths of the patients gave cough, 
chest pain, or weight loss as the presenting 
symptom. Cough was the most common first 
symptom, having been present in 54 per 
cent. 

Radiographic findings were obstructive 
pneumonitis in 36 per cent, parenchymal 
mass in 22 per cent, hilar nodule in 20 per 
cent, hilar mass in 19.4 per cent, and atelec- 
tasis in 15 per cent. 


Effects of Chlorothiazide on Specific Renal 
Functions in Hypertension 


A. C. CORCORAN, C. MACLEOD, H. P. DUSTAN, and 
1. H. PAGE. Circulation 19: 355-359, 1959. 


The effects of chlorothiazide therapy on 
kidney function tests were evaluated in 15 
patients under therapy for hypertension. 
Eleven patients received 1 gm. of the drug 


(Continued on page 68A) 
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digests (Continued from page 66A) 


twice daily for periods of three to fourteen 





days. The renal functions were measured 
before and at the end of the course. Renal 
function was also evaluated in the 4 other pa- 
tients just before and again one hour after 
0.5 gm. of chlorothiazide was injected in- 
travenously. Renal plasma clearances of p- 
amino-hippurate and mannitol were meas- 
ured, as were water and electrolyte outputs. 

Prolonged oral administration of chloro- 
thiazide depresses glomerular filtration and 
causes an increase in blood urea that may 
be disproportionate. In the face of decreased 
filtered sodium load, prolonged chlorothia- 
zide therapy tends to maintain a normal 
rate of sodium reabsorption. Paradoxically 
for a diuretic, oral and intravenous injec- 
tions of chlorothiazide increase the efficiency 
of water reabsorption. ‘The renal hemody- 
namic status during prolonged administra- 
tion may be attributable to sodium depletion 


as such. 


Fracture Patterns 

A. J. BUHR and A. M. COOKE. Lancet 1: 531-536, 
1959. 

In the past several decades, the incidence 
and patterns of various diseases have changed. 
Certain deficiency and infectious diseases are 
now rarely seen, while some degenerative di- 
seases seem to have become predominant. 
The question of fracture incidence is of 
considerable interest, since it would appear 
grossly that fractures in the aged are becom- 
ing more common. 

A sample study of fractures of the upper 
end of the femur revealed a very real inci- 
dence increase. It was noted that the man 
over 80 years of age has a chance of fractur- 
ing the femoral neck 30 times more often 
than does the man under 40 and the woman 
over 80 has a 300 times greater chance of 
suffering this fracture than does the woman 
under 40. Thus the importance of fragile 
atrophied bone associated with old age is 
emphasized. 

(Continued on page 70A) 
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A further study of 8,500 common fractures 
with respect to age and sex distribution re- 
vealed 4 characteristic patterns into which 
the various individual fractures could be 
classified: (1) The prewage-earning pattern, 
common in both sexes; (2) the wage-earning 
pattern, predominant in males; (3) the post- 
wage-earning pattern, predominant in wom- 
en; and (4) the bimodal pattern. 

The problem of this increased incidence 
of fractures in the aged may be viewed from 
several possible etiologic aspects. External 
causes include general muscular weakness, 
arthritis, minor pyramidal tract lesions, syn- 
copal attacks, drop seizures, failing eyesight, 
defective hearing, slow reaction time, vertigo, 
impaired vibration sense, foreign obstacles, 
slippery surfaces, and impaired coordination. 
The most prominent internal causes include 
bone atrophy due to age, immobilization, 
and nutritional and endocrine deficiencies. 


Roentgenologic Examination of the 
Colon and Rectum for Cancer 
F. J. HODGES. Dis. Colon G Rectum 2: 40-45, 1959. 


Properly conducted radiologic exploration 
of the large intestine is a productive and re- 
liable diagnostic aid in the search for pri- 
mary malignant tumors that deserves wide- 
spread employment. Once the tumor is found, 
treatment is satisfying because of the rela- 
tively high cure rate of cancer of the colon. 

During the fifteen-year period from 1936 
to 1950, 22.5 per cent of the 21,523 patients 
seen with cancer at the University of Michi- 
gan Hospital presented malignant tumors of 
the gastrointestinal tract. Cancers of the 
large intestine, including those of the rec- 
tum, were seen in 49 per cent, which is 11 
per cent of the total number of cancer pa- 
tients seen. Crude five-year survival figures 
for all patients with proved cancers of the 
colon and rectum, with or without treat- 
ment, was 30 per cent. 

Detection of malignancies in this area in- 
cludes questioning for evidence of bleeding 
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and recent change in bowel habits followed 
by digital rectal examination and sigmoido- 
scopy. Laboratory aids include examination 
of stools and circulating blood for signs of 
bleeding. Even when all of these factors are 
normal, a well performed barium enema 
with intelligent and adept use of fluoroscopy 
and roentgenograms often points out the 
cancer. 

Radiologists are aware that it is wise to 
examine the entire alimentary tract in all 
patients who present gastrointestinal symp- 
toms of any character. The first abnormality 
detected, it should be remembered, may not 
be the truly important one. 


Early Psychologic Reactions Associated 
with Organic Brain Disease in the Aged 

M. H. HOLLENDER. New York J. Med. 59: 802-809, 
1959. 

The demarcation between early and _ late 
symptoms of senility is not always a sharp 
one. Nevertheless, there are clues which sug- 
gest the insidious onset of brain dysfunction. 

Not uncommonly, attention is first direct- 
ed to intellectual decline after the inter- 
position of events which act as a provocative 
test. Evidence of intellectual decline is re- 
flected in the memory loss that is character- 
istically more profound for recent than for 
past events. 

Intellectual tasks which require conceptual 
or abstract thinking may also be affected. An 
early clue to intellectual decline is the “wheel- 
grinding” phenomenon or expenditure of 
great energy to understand a task. This de- 
cline becomes more glaring in the perform- 
ance of tasks which are not routine. Per- 
severation, or the repetition of the same 
word or thought over and over again, is 
also characteristic. Disturbance in orienta- 
tion for person, place, or time is rarely noted 
at the onset of the disorder and is usually 
transitory. 

Personality changes in the aged suifering 
from organic brain disease can be explained, 
at least in part, by an impairment of the 
integrating and controlling mechanisms of 
the ego. It is as though the flood gates were 
lowered, and what was there now pours 
over. Paranoid reactions are common, and 

(Continued on page 74A) 
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FREEDOM FROM PAIN AND INFECTION 


“Nitrofurantoin [FURADANTIN] was effec- 


tive clinically, with a pronounced im- 
provement, indicated by the appearance 
of the urine as well as by verbal commen- 
dation by the patient, within 24 to 36 
hours. . . . Some of these patients with 
seemingly impossible cases were cured of 
their infection.” ! 

“During the initial week of therapy, when 
the dose of nitrofurantoin was 100 mg. 
four times a day, the urine became free of 
pus and bacteria. Symptoms of urinary 
frequency, urgency, and dysuria were re- 
lieved.”’2 


rom pain, infection and drug-induced complications 


FREEDOM FROM DRUG-INDUCED COMPLICATIONS 


@ No significant development of 
bacterial resistance in over 7 years. 


@ No irreversible toxic effects on 
kidneys, liver, blood-forming organs or 
central nervous system ever reported. 


@ No monilial superinfection or 


staphylococcic enteritis ever reported. 


m No fatalities from FURADANTIN therapy; 
the margin of safety is 90 to 1. 


@ ‘The drug was given continuously and 
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safely for as long as three years.” 


“FURADANTIN has characteristics that make it a valuable drug for long-term adminis- 


tration to control urinary tract infection. These include its lack of toxicity, wide range 


of antibacterial effectiveness, and reduced tendency to induce development of bacterial 


resistance to the drug.” 8 
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explosive outbursts are occasionally encoun- 





tered. 

Sexual disturbances usually are not ex- 
pressed openly until the process is advanced. 
These disturbances then take the form of 
masturbation in public, fondling of children, 
and delusions with a sexual content. Impair- 
ment of cerebral function will mobilize an 
intense reaction in those who depend on in- 
tellectual performance to maintain a feel- 


FROM “TENSE AND ANXIOUS” ing of adequacy. 


TO Medical, Social and Economic Aspects 

: of Preventive Geriatrics 
J. W. STILL. M. Ann. District of Columbia 28: 71-76, 
1959. 


Today, diseases of disorganization and de- 
“CAL . generation account for 80 per cent of deaths. 
M _~ 2% The general physician thus has a great new 

AND “©. opportunity for service and prestige in the 


practice of preventive geriatrics, beginning 


” — 4 with patients even in their 30s. 
CONFIDENT iil | Delay, control, and amelioration of the 
aging process can be effected by the general- 
ist in four ways: 

@ Health education may be used to inform 
‘ more patients about their own physiology 
WITH and disease mechanisms, so that they can 
intelligently carry out measures to minimize 


degenerative processes. 
: @ Health counseling will help patients who 
odium ® have previously been “educated” to under- 
stand the medical meaning of stress, fatigue, 


; y and immunity in terms of their own histo- 
butabarbital sodium fk : 
ries. 
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confusion. | inadequate stress before they have been 
translated into disease. These areas include 
Tablets, overweight, overfatigue, nervous tension, ex- 
cessive environmental stress, and _ psychic 


Repeat-Action Tablets, 
tension. 


Elixir, Capsules : ‘ ics aoe 
@ Dispensing of beneficial stress. The gen- 


eralist would detect early signs of organ 


DOSAGE: 15 to 30 mg. three or four (Continued on page 76A) 
times a day 


McNEIL LABORATORIES, INC 
ed atiE-lel-llelall mmc f- am —F- | 


GERIATRICS, JULY 1959 


























REFER } 


PAGE 8 


Sou 


Now 
10 cc, 

















exclusive advantages 
m quinidine therapy 
to control cardiac 
arrhythmias 


QUINAGLUTE: 











DURA-TAB S. M: 


the only oral Sustained Medication* Quinidine Gluconate (5 gr.) 


b. i. d. dosage (every 12 hours) 


i lute 
Each dose of Quinag t . 
Dura-Tab S.M. maintains uniform 


plasma levels up to 12 hours. 
No night dosage needed. . 
No valleys where arrhythmias 
tend to recur.? 












An unexcelled quinidine Dosage: for conversion of auricular fibrillation to 

‘ z normal sinus rhythm, in most cases, 2 Quinaglute 

in premature contractions Dura-Tab S.M. tablets 3 to 4 times a day, for 2 to 

be" at auricular tachycardia 3 days; longer periods are required in some patients 


d : ... for maintenance 1 to 2 tablets every 10 to 12 
flutter, fibrillation hours. Bottles of 30, 100 and 250. 


1. Bellet, S.; Finkelstein, D., and Gilmore, H.: 
A.M.A. Archives Int. Med, 100:750, 1957, 


2. Bellet, S.: Amer. Heart J, 56:479, 1958. 
Somyabes and complete literature available from WYNN PHARMACAL CORPO RATION 
5119 West Stiles Street, Philadelphia 31, Pa. 


, e 
Now also available... INJECTABLE QUINAGLUTE 
d0'cc. Multiple Dose Vials, 0.08 Gm, Quinidine Gluconate per cc. 


PAGE 867 


“U.S. Patent 2895881 


75A 








digests (Continued from page 74A) 


disuse, such as atrophy, and prescribe bene- 





ficial stress accordingly. Included is activity 
for the brain, perhaps the organ most sub- 
ject to disuse atrophy. While the future 
general physician may not directly teach 
people the pleasure of mental activity, he 
can play an important role in making such 
activity physically possible for larger num- 
bers of people. 


Antibacterial Activity of Serum of Normal 
Men After Oral Doses of Erythromycin 
Propionate and Triacetyloleandomycin 

H. A. HIRSCH, C. M. KUNUN, and M. FINLAND. 
New England J. Med. 260: 408-412, 1959. 

In a study of 8 healthy young men, the serum 
activities of a monopropiony] ester of eryth- 
romycin, which was recently made available, 
was compared with triacetyloleandomycin 
against a bacterial culture of streptococcus 
and staphylococcus, using the serial twofold- 
dilution method in studying the sera. 

The actual concentration of the antibiotics 
in the sera was also measured, using the 
standard cup-plate method with Sarcina 
lutea. The results of the measurements of the 
antibacterial activities of the sera indicated 
that the equivalent dose of the erythromycin 
propionate, as regards both peak activity 
and total activity, was several times greater 
in its ability to inhibit the growth of both 
the streptococcus and the staphylococcus as 
compared with the triacetyloleandomycin. 

It is stressed that the effectiveness of an 
antibiotic is determined not on the basis of 
the actual measured concentration of the 
chemical in the serum but rather on the basis 
of actual antibacterial ability. 


Treatment for Perforated Peptic Ulcer 
C. A. GHERARDI and F. BALDRATI. J. 


Internat. Coll. 


Surgeons 31: 154-160, 1959. 


Surgical intervention is still the treatment 
of choice for perforated peptic ulcer. Thor- 
ough preoperative care of the patient should 
include administration of 


sufficient fluids 
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and aspiration of the gastric cavity. Post- 
operative care should be equally thorough. 

Large perforations, suspected neoplastic 
ulcers, bleeding ulcers, or pyloric stenosis 
are indications for subtotal gastrectomy dur- 
ing the first twelve hours after perforation. 
The same rules about careful preparation 
and evaluation of the patient apply to this 
procedure. 

Conservative treatment should be consid- 
ered only when adequate radiologic equip- 
ment and constant, vigilant follow-up care 
of the patient are available. Conservative 
treatment should not be chosen according to 
the duration of the perforation, shock, or 
advanced age of the patient. This type of 
treatment should be carried out only when 
clinical and radiologic signs favor a sealed or 
sealing-off perforation, indicated by diminish- 
ing symptoms and a decrease in free endo- 
peritoneal air. 

Of 181 patients with perforated peptic 
ulcer, 175 were subjected to operation, and 
11.4 per cent of these patients died. Mortal- 
ity was directly related to the length of time 
between perforation and admission to the 
hospital. The 6 patients who. were treated 
conservatively with gastric suction, intra- 
venous therapy, and antibiotics because of 
duration of the perforation, advanced age, 
or general condition died. 


Trends in Cancer Death Rates 

and Cure Rates 

E. C. HAMMOND. Ann. Int. Med. 50: 300-312, 1959. 
Unless a method of prevention is discovered, 
the annual number of new cancer cases in 
the United States will rise almost certainly 
over the next fifty years because of the 
growth and aging of the population. How- 
to believe that, even 
with the present level of knowledge, the 


ever, there is reason 
cure rate can be improved, perhaps up to 
50 per cent, by more effective and intensive 
methods of detection, diagnosis, and treat- 
ment. This could be accomplished by bring- 
ing the average level of professional care up 
to that of the very best and providing more 
public education on the need for early diag- 
nosis. 

The five-year survival rate for cancer pa- 

(Continued on page 78A) 
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tients has improved greatly during the past 
ten to twenty years, with the greatest im- 
provement in cancer of the colon, rectum, 
cervix uteri, corpus uteri, prostate, and, to 
a lesser degree, bladder. Currently in the 
United States, about one-third of the pa- 
tients in whom cancer develops will be five- 
year survivors, which is a considerable im- 
provement over the one-quarter who were 
saved ten to twenty years ago. 

Among women, the. age-standardized can- 
cer death rate has been declining in the 
United States and several other countries for 
the last decade or longer. The rate for men 
is still increasing, due mostly to the phenom- 
enal rise in the lung cancer death rate. The 
death rate for men with other than lung 
cancer is decreasing. Death rates from can- 
cer of the uterus and stomach are also de- 


clinine. 


Treatment of Congestive Heart Failure 

J. A. CALLAHAN. Proc. Staff Meet., Mayo Clin. 34: 
143-151, 1959. 

The management program of congestive 
heart failure must be varied to fit the needs 
of the individual patient. 

The special therapeutic approaches are 
directed toward the cause of the disease or 
problems that aggravate it. Specific approach- 
es are medical or surgical. In certain in- 
stances the disease can be eliminated rather 
than just ameliorated. 

Valvular heart disease from either syphilis 
or acute and recurrent rheumatic fever may 
be prevented or eliminated by adequate 
treatment or by prevention of these diseases 
with antibiotic or antibody therapy. The ef- 
fective treatment of hypertension may pre- 
vent congestive heart failure. 

Surgical therapy is best utilized in the 
prevention of congestive failure by the cor- 
rection of congenital cardiac malformations. 
The success of surgical treatment of rheu- 
matic heart disease depends on the valve 
involved and whether the lesion is one of 
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stenosis or insufficiency. The best results are 
obtained in mitral stenosis. The outcome of 
operative procedures for hypertension de- 
pends on its etiology. Specific disorders, such 
as coarctation of the aorta, pheochromocy- 
toma, and primary aldosteronism, are all 
effectively treated by excision as is a uni- 
lateral, contracted, poorly functioning kid- 
ney. 

Certain, types of heart disease are amena- 
ble to special medical treatment. Congestive 
failure secondary to hyper- or hypothyroidism, 
hypertension, obesity, beriberi, acute rheu- 
matic carditis, bacterial endocarditis, or re- 
peated pulmonary embolism is best treated 
by treating the underlying disease. 

A certain group of diseases causes heart 
failure but has no specific therapy and 
usually progresses to fatal termination. Rec- 
ognition of these diseases and learning as 
much as possible about them may result in 
some effective method of treatment in the 
future. These conditions include coronary 
heart disease, myocarditis, pulmonary hyper- 
tension, endocardial fibroelastosis, amyloido- 
sis, hemochromatosis, scleroderma, and dis- 
seminated lupus erythematosus. 

Pulmonary edema is one of the acute cardi- 
ac emergencies amenable to therapy. The use 
of morphine, rapidly acting digitalis glyco- 
sides, antihypertensive drugs, aminophylline, 
tourniquets or venesection, oxygen, anti- 
foaming agents, and spinal anesthesia may 
be quite helpful. The general management 
of congestive heart failure, including in- 
creased rest with periodic hospital confine- 
ment, mechanical removal of fluid, sodium 
restriction, use of anticoagulants, and, most 
important, long-term digitalis maintenance 
and use of diuretics, is still the method of 
choice in most instances. 


The Problem of the Supracondylar 
Fracture of the Femur in the Aged Person 
P. A. WADE and A. J. OKINAKA. Am. J. Surg. 97: 
499-512, 1959. 
In many supracondylar fractures, the dis- 
placement of the fragments is not great, 
particularly if there has been pre-existing 
stiffness or ankylosis of: the knee joint. In 
cases where the knee joint is already stiff- 
(Continued on page 80A) 
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ened, immobilization is usually the best 
treatment. 

Skeletal traction, by means of a wire or 
pin through the tibial tubercle with the 
limb suspended in a Thomas splint or Boh- 
ler frame, is the treatment of choice in many 
instances. 

If there is shattering of the distal femur or 
an intercondylar fracture with displacement 
of condyles or if the distal fragment is dis- 
placed posteriorly, it may be impossible to 
reduce the fracture in any satisfactory posi- 
tion. In such cases neither traction nor plas- 
tic immobilization is successful, and internal 
fixation becomes necessary. The Austin- 
Moore type plate or the modified Blount 
blade plate is the most effective. 

When satisfactory position cannot be 
achieved and maintained by any closed 
method, operation is indicated. 

Since many elderly patients suffer from 
diabetes, cardiovascular disease, and so forth, 
a lower resistance to the operative complica- 
tion of infection is an important considera- 
tion. 


Transabdominal Repair of Esophageal 
Hiatus Hernia 
J. M. BEARDSLEY. Ann. Surg. 149: 498-507, 1959. 


Transabdominal approach for the repair of 
esophageal hiatus hernia is the preferred 
route in the poor risk patient since it allows 
for abdominal exploration and the correc- 
tion of upper abdominal pathology, such as 
gallbladder disease and peptic ulcer which 
are common in this age group. 

Patients with persistent symptoms should 
be operated upon unless there are definite 
contraindications that would make surgery 
a hazard. Although not all hiatus hernias 
need be repaired, they will usually increase 
in size with time. Many cases are missed with 
just a single routine gastrointestinal radio- 
graphic series. The radiologist’s attention 
should be directed toward this diagnosis by 
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the referring physician, so that additional 
maneuvers, such as proper positioning and 
the use of thick barium mixture, may demon- 
strate a hernia that otherwise may have been 
overlooked. This is especially true of small 
hiatus hernias that are causing symptoms. 

In cases where chronic peptic ulc:: co- 
exists, partial gastrectomy in association with 
hernia repair is the treatment of choice since 
the same symptoms are found in both con- 
ditions. This applies especially so in those 
cases where hemorrhage was a symptom. No 
increased mortality or morbidity was noted 
in such cases. 

In a series of 82 patients with esophageal 
hiatus hernias who were treated with trans- 
abdominal repair, there were 3 deaths. Fol- 
low-up studies revealed 3 recurrences, all 
small. The results in the remaining 76 pa- 
tients were all uniformly good. 


Evaluation of Heparin Therapy of Senile 
Macular Degeneration 

W. H. HAVENER, J. SHEETS, and M. J. COOK. 
A. M. A. Arch. Ophth. 61: 390-401, 1959. 

The pattern of senile macular degenerative 
disease is variable and inconstant. The de- 
generation may be limited to the macular 
area or may involve the chorioretinal area, 
the peripheral retina, or the vitreous at- 
tachment; cataract formation may be the 
most predominant disease process. 

Senile macular degeneration is usually bi- 
lateral and assymetric and may be associated 
with the other degenerative ocular changes. 
These continuing changes of the macular 
state, which may be of a hemorrhagic, ex- 
udative, or degenerative nature, may be 
noted with ophthalmoscopic examination and 
may or may not be related to changes in the 
visual acuity. 

A study was made of 2 groups of 34 pa- 
tients with senile macular degeneration who 
were treated with biweekly injections of 100 
mg. of intravenous heparin or a_ placebo. 
The patients were evaluated through visual 
acuity examinations, study of the central 
visual fields, ophthalmoscopic examination, 
and fundus photography. The use of heparin 
did not alter the natural variable course of 

(Continued on page 86A) 
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the disease; the psychologic impact of this 
form of therapy associated with a great deal 
of attention by a number of medical per- 
sonnel and the social aspects of the group- 
ing of these ocular patients at times brought 
about considerable improvement out of pro 
portion to the documented objective ocular 
signs. 

It is recommended that patients suffering 
with senile macular degeneration be given 
a frank discussion of their disease with en- 
couragement as to the retention of peripher- 
al vision. In addition, they should avoid 
obesity, eat a balanced diet, and exercise 
regularly. The prescription of new glasses 


is not recommended. 


The Incomputable Factor in 
Cancer Prognosis 


G. GORDON-TAYLOR. Brit. M. J. 
1959 


5120: 455-462, 


The outcome in any case of malignant neo- 
plasm depends on (1) histologic grading by 
an expert pathologist, (2) stage of growth 
at time of treatment, (3) invasion of lymph 
nodes, (4) metastases, (5) method of treat- 
ment, and (6) the patient’s resistance. Even 
with early invasion of the blood stream by 
cancer cells, postoperative survival may be 
protracted. 

Both secondary and primary tumors may 
cease to grow for a period or even become 
alteration of the 


smaller due to metabolic 


host. Dormant cancer cells lurk in or near 
the site of original surgery, in regional lymph 
nodes, or in deeply placed organs. In at least 
half the cancers recurring after latent periods 
of five to thirty years, reactivation occurs 
in the hemopoietic bone marrow. Hypophysis 
and adrenal glands may also house early, 
dormant metastases. 

Recurrence may follow an intercurrent in- 
fection or surgery for some unrelated lesion. 
Cancer resistance or immunity appears to 
have been broken down by these independ- 


ent conditions. 
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Latent carcinoma of the prostate possesses 
all the morphologic structure of carcinoma 
and infiltrates the capsule, blood vessels, and 
lymphatic system; nevertheless, the tumors 
do not progress. Hormonal factors appear 
of host resistance in 


to be the mechanism 


cancer of the prostate. 

When the 
the primary tumor and the appearance of 
cellular 


interval between excision of 


metastases exceeds five years, 


liferation in the residual tumor could hard- 


pro- 


ly have been continuous. When the en- 
vironmental factor responsible for mitotic 
arrest is discovered, a cancer cure will be 


near. 


The Treatment of Vascular Headaches 
R. N. DE JONG. GP 19: 147-154, 1959. 


It is estimated that 5 to 10 per cent of the 


population suffer from migrainous head- 


aches. Prevention of further attacks is the 
main therapeutic goal once the acute symp- 
toms have been treated. 

The treatment of the total person, not just 
the headache, is of prime importance. Physi- 
cal, mental, and emotional disturbances re- 
quire careful study. Possible precipitating 
causes include allergic factors, toxins, in 
fections, or endocrine maladjustments. In- 
sight into the emotional problem leading to 
the headaches must be gained—keeping a 
diary of attacks with an attempt to associate 
them with certain foods or activities may be 
helpful. 

Ihe earliest warning signals preceding an 
attack require study so that early treatment 
may be instituted. Maintenance of hygienic 
habits of diet, sleep, and exercise and avoid- 
ance of erroneous ways of living and of un 
environmental factors must be 
Rest, 


insight, at times helped by small doses of 


desirable 
achieved. relaxation, and emotional 
sedative or tranquilizing drugs, are the main 
therapeutic aims. 

The acute attack is treated with vasocon- 
strictors. Ergotamine tartrate is specific in 
70 to 90 per cent of patients if given early in 
the attack. Up to 6 tablets, each containing 
1 mg., may be taken daily, while 0.5 me. 
may be given intramuscularly once a day. 
Dihydroergotamine methane-sulphonate 

(Continued on page 88A) 
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(DHE 45) produces less gastrointestinal 





symptoms than ergotamine tartrate and is 
safer but less effective. Addition of various 
other drugs, such as caffeine, pentobarbitol, 
bellafoline, acetophenetidin, and_ cyclizine 
hydrochloride, to ergotamine may increase 
its efficiency. These combinations are also 
available in suppository form. 


Treatment of Pulmonary Emphysema 

G. N. BEDELL and P. M. SEEBOHM. J.A.M.A. 169: 
1699-1702, 1959. 

Generalized emphysema secondary to some 
primary pulmonary pathology can be re- 
lieved if the underlying disease is treated, 
while primary emphysema requires different 
management. The patient with primary or 
idiopathic emphysema has dyspnea only with 
exertion, so his sleep is not interrupted. He 
gives a poor therapeutic response to epi- 
nephrine or steroids. 

The patient with emphysema secondary to 
asthma has paroxysmal dyspnea frequently at 
night, and he may have rhinitis, nasal polyps, 
sinusitis, and eosinophilia. Adrenalin or ste- 
roids give relief of symptoms. Chest roent- 
genograms and pulmonary function tests do 
not help to distinguish the two conditions. 

In primary emphysema, breathing exer- 
cises and the use of expectorants such as 
potassium iodide are helpful. Bronchodila- 
tors and steroids are indicated for the asthma 
component and antibiotics for any destruc- 
tive infection. It is important to keep the 
patient active, maintain comfort, and _pre- 
serve lung tissue from infection. Dyspnea is 
not in itself harmful but does warn the pa- 
tient he has reached his limit. 

Expectorants such as a saturated solution 
of potassium iodide modify the sputum and 
help relieve the patient. A dose of 15 drops 
in a half glass of water three times a day is 
suggested. Antispasmodics, bronchodilators, 
and epinephrine provide only minimal relief 
in primary emphysema. Isoproterenol aero- 
solized as a liquid or powder inhaled in 2 
or 3 breaths four times daily may help. 
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Sedation is hazardous and does not re- 
lieve the cause. Oxygen therapy tides a 
critical patient over a period of hypoxemia; 
however, patients become dependent upon 
oxygen, and it is best to avoid long-term 
oxygen therapy as long as possible. 

The patient can exercise by breathing out 
slowiy through pursed lips to help hold the 
airway open during expiration. 

Intermittent positive pressure breathing 
forces additional gas into the lung at the 
end of a normal inspiration. The apparatus 
gives no help in expiration where help is 
actually needed. Overdistention of what 
good alveoli remain is a hazard in the use 
of this equipment. 

Pneumoperitoneum has little to support 
its value in therapy of emphysema. 

In respiratory acidosis associated with hy- 
poventilation, artificial ventilation with a 
respirator is of definite value. The respirator 
may not cycle with the patient, and the 
method requires trained attendants. 

Resection of lung tissue does not benefit a 
patient with generalized emphysema. Smok- 
ing is not advisable. 


Blood Pressure and Obesity 
H. M. WHITE. Circulation 19: 511-516, 1959. 
It is widely accepted that hypertension is 
more common among the obese than among 
the lean and that a positive relationship 
exists between the level of blood pressure 
and the degree of obesity. Measurements 
made on 100 men between the ages of 20 
and 40 in a study at Sydney, Australia, in- 
dicate that age, height, and size of arm in 
addition to obesity should be considered. 
Analysis showed a positive correlation be- 
tween blood pressure and body weight, other 
factors being held constant. Obesity itself, 
as judged by the thickness of subcutaneous 
fat, had no apparent influence on blood 
pressure, except as it affected the total body 
weight. Serum cholesterol concentration was 
related to age but not to body weight or 
obesity. For example, an increase in body 
weight of 28 pounds without any change in 
arm circumference was associated with an 
increase of 10 mm. Hg systolic and 7 mm. 
Hg diastolic pressure. 


(Continued on page 90A) 
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‘Premarin’ 
Vaginal Cream 


promotes proliferation and 
vascularity of the vaginal mucosa in 


postmenopausal patients, and used 


pre- and postoperatively 
tends to restore the integrity 
of atrophied, friable tissues, and 
change the vaginal environment to one 


that resists infection, which 


facilitates surgery—favors bealing 





Applied for 7 to 10 days before, and for 10 days after plastic vaginal surgery in the postmenopausal 
patient, “Premarin” Vaginal Cream effectively revitalizes the vaginal epithelium making the inter- 
vention less difficult and accelerating healing. It is also widely prescribed for the prompt relief of 
senile vaginitis and pruritus vulvae, as well as juvenile vaginitis. Also available with hydrocortisone 
as “Premarin” H-C Vaginal Cream for use when immediate anti-inflammatory, antipruritic action is 
indicated, particularly in the initial stages of estrogen therapy of various vulvovaginal disorders. 


“Premarin”’© conjugated estrogens (equine) AYERST LABORATORIES, New York 16, N.Y.; Montreal, Canada 


) 


5862 








digests (Continued from page 88A) 


Impaired volume—elasticity characteristics 
of the main arterial reservoir following life- 
long bathing of arterial walls in serum con- 
taining high concentration of cholesterol— 
is suggested as a possible factor in the as- 
sociation of a rising blood pressure with ad- 
vancing age and with increasing body weight. 
Both of these factors are prominent among 
\ustralians with an average serum cholesterol 
200 


natives of 


over mg. per cent but absent 


New 


is only 130 mg. per cent. To outgrow 


among 


Guinea whose cholesterol 


leve! 


one’s aorta might be a danger of overeating. 


The Cause of Thrombophlebitis: 
Industrial Injury or Malignancy? 
R. J. POPKIN. GP 19: 102-104, 1959. 
Although trauma may lead to  thrombo- 
phlebitis, it should not be assumed that, be- 
cause the patient remembers sustaining some 
mild traumata during work, every case of 
unexplained or atypical thrombophlebitis is 
due to injury. Spontaneous thrombophlebitis, 
deep and superficial, unrelated to injury, is 
found in many disorders, such as thrombo- 
phlebitis obliterans, polycythemia and other 
blood dyscrasias, varicose veins, and_ infec- 
tious diseases, and in pregnancy and follow- 
ing bed rest. 

Over the age of 40, malignancy may be the 
causative factor, especially when the throm- 
bophlebitis does not follow the usual clini- 
cal course. When adequate therapy, includ- 
ing use of anticoagulants, does not prevent 
extension or recurrence of thrombophlebitis 
or pulmonary emboli, then neoplasm of 
stomach, intestinal tract, pancreas, kidney, 
prostate, or lung must be considered. At 
times thrombophlebitis is the only symptom 
of occult malignancy. For medicolegal rea- 
sons it behooves the physician to exercise 
considerable judgment in cases where an in- 
jury appears to be negligible or nonexistent 
and in which the clinical course following 
the thrombophlebitis is unusual or atypical 
before attributing the thrombophlebitis to 


occupational injury. 
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Combined Local and General Analgesia 
for Cataract Operations 
J. IVES. Brit. M. J. 5125: 821-823, 1959. 


Ocular akinesia induced by curare offers 
definite advantages in ocular surgery. The 
relaxation afforded by the use of curare is 
superior to that produced by any other 
agent. The surgeon can work efficiently and 
expeditiously and in a most delicate manner 
when the patient is relaxed. 

The principal drawback to the use of 
curare or curare-like drugs is the respiratory 
paralysis that may occur. Tracheal intubation 
to avoid respiratory difficulty adds technical 
complications to the procedure and is not 
without unpleasant features. What is_re- 
quired for cataract surgery is an analgesic 
patient in control of his own protective re- 
flexes and yet with complete ocular akinesia 
and hypotonia. A method has been de- 
veloped which meets these needs and avoids 
the disadvantages of the other technics men- 
tioned. 

The night before surgery the patient is 
given 25 mg. chlorpromazine and an ap- 
propriate dose of amylobarbitone. One and a 
half hours before operation the patient re- 
ceives an intramuscular injection of 25 mg. 
500 to 750 
pentynol by mouth, and cocaine drops at 


chlorpromazine, mg. methyl- 
five-minute intervals in his cornea. Nitrous 
oxide is delivered, at the rate of 6 1. per min- 
ute, by means of a simple appliance con- 
sisting of a flexible rubber-lined tube di- 
rected toward the patient’s mouth and nose 
under the sterile drapes. Pethidine, 15 to 


25 mg., is injected intravenously. 
After a three-minute interval, local in- 


jections are started, consisting of 1.5 cc. 
with Adrenalin 
1:80,000 and hyaluronidase, injected within 


lignocaine 2 per cent, 
the cone of the recti muscles and another | 
cc. at the outer orbital margin. Then galla- 
mine triethiodide (Flaxedil) is injected slow- 
ly intravenously, the initial dose being 8 to 
16 mg. The facial expression is watched 


until it and ironed 


The dose of 40 mg. Flaxedil is not often 


becomes relaxed out. 


needed and is never exceeded. Two liters of 


oxygen per minute is then added to the 


nitrous oxide and the corneal incision made. 
(Continued on page 92A) 
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THERAPY 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the ARTAMIDE formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamibE tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4% gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (14 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. SuPPLIED: ARTAMIDE Tablets, bottles of 100 
and 500. REFerRences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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Double-Blind Evaluation of 
Methylphenidate (Ritalin) Hydrochloride. 
Its Use in the Management of 
Institutionalized Geriatric Patients 

F. T. DARVILL, JR. J.A.M.A. 169: 1739-1746, 1959. 





Methylphenidate hydrochloride (Ritalin) and 
a placebo were administered by double-blind 
technic to senile patients committed to a 
state institution. The senile state was not 
improved by Ritalin, but it may be valuable 
as an antihypertensive agent. No significant 
toxicity was found. Neither the patients nor 
those who rated patient behavior, in regard 
to orientation, appetite, continence, coopera- 
tiveness, activity, rationality, personal care, 
and irritability, knew whether a given pa- 
tient was receiving Ritalin or a placebo. 

Any apparent improvement in patient be- 
havior noted in this study was probably due 
to the increased attention and interest which 
the patients received when selected for study. 

Careful control of a test situation is man- 
datory in evaluation of drugs. 


The Insulin Equivalence of Salicylate 

J. REID and T. D. LIGHTBODY. Brit. M. J. 5126: 
897-900, 1959. 

Salicylate is known to be capable of con- 
trolling the hyperglycemia and_ glycosuria 
and of abolishing moderately severe ketosis 
in diabetes mellitus. The exact mode of ac- 
tion of aspirin in diabetes mellitus is un- 
known. The disadvantages of aspirin therapy 
include the side effects of nausea, vomiting, 
tinnitus, and deafness. In some patients the 
toxic effects of salicylates may be seen, such 
as respiratory alkalosis with hyperventilation, 
mental confusion, and dehydration. All of 
these effects disappear when the salicylate 
therapy is discontinued. 

In this study the insulin equivalence of 
aspirin in 14 patients was investigated. The 
amount of insulin that could be replaced 
by a maximal dose of aspirin was determined 
in each patient. Aspirin was administered in 
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doses of 0.7 to 1.5 gm. per day to attain the 
maximum therapeutic serum salicylate levels 
of 35 to 45 mg. per 100 cc. Estimations of the 
fasting blood sugar and urinary sugar were 
continued, and insulin dosage was reduced 
progressively if warranted by the biochemical 
findings. 

Aspirin in full therapeutic doses is not so 
effective as insulin. The greatest amount of 
insulin which could be replaced by aspirin 
was 72 units per day, and the maximum re- 
quirement of insulin which could be com- 
pletely replaced by aspirin was 48 units per 
day. Patients who were difficult to control 
with insulin were equally difficult to control 
with aspirin. The frequency of hypoglycemic 
attacks in patients requiring large daily doses 
of insulin may be reduced with combined 
aspirin-insulin therapy. The full course of 
aspirin gave rise, as expected, to undesirable 
side effects. 

These results place salicylate in the class 
of promising compounds for oral treatment 
of diabetes and justify carrying on investi- 
gations to overcome the disadvantages of 
salicylate therapy and to find out hew sal- 
icylate acts in diabetes mellitus. 


Overweight in the Aged 

G. HOLLIFIELD and W. PARSON. Am. J. Clin. Nutri- 
tion 7: 127-131, 1959. 

The incidence of obesity among people over 
65 is as great as, or greater than, among 
younger adults. A study of body weight of 
some 700 ambulatory subjects 65 years of 
age and over showed that 11 per cent of the 
men and 15.9 per cent of the women were 
20 per cent or more above the average weight 
for their heights and ages. This proportion 
is higher than would be expected from the 
experience of life insurance companies with 
mortality of overweight people. 

The gradual increase in average weight 
occurring from 25 to 59 appears to reach a 
plateau during the 65 to 74 decade. After 
that decade, the average weight tends to de- 
cline, with the decrease being more abrupt 
for women than for men. By the time the 
decade between 85 and 94 has been reached, 
the average weight has generally declined 
to its former level at age 25 to 29. 
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( HYDROCHLOROTHIAZIDE ) 


therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablets once or twice a day. HYORODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyprRoDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


+ 


st dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg. scored tablets HyDRODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000 
Additional literature for the physician is available on request 


HYDRODIURIL ts a trademark of Merck & Co., Inc. Trademarks outside the U S.: DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC 


MERCK SHARP & DOHME, Division of Merck & Co., Inc., Philadelphia 1, Pa 
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Chautauqua Conference 

The Chautauqua Association will open its 
1959 season on July 5 with a week devoted 
to discussion of Aging With A Future as 
preamble to the White House Conference on 
Aging to be held January 1961. Morning 
sessions will feature nationally prominent 
speakers discussing diTerent aspects of aging, 
and afternoon programs will offer general 
participants training sessions. Arthur S. Flem- 
ming, secretary, and Bertha Adkins, under- 
secretary, Department of Health, Education, 
and Welfare, will be featured speakers, and 
members of the Special Staff on Aging will 
participate in sessions and be available for 
consultation during the week. For further 
information, write to Dr. Ralph McCallister, 
Program Director, Chautauqua Association, 
Lake Chautauqua, New York. 


Southeastern Conference to be Held 

Older People in Small Communities and 
Rural Areas will be the theme of the South- 
eastern Regional Conference of the National 
Committee on the Aging which will be held 
in Durham, North Carolina, October 19 to 
21. The 


meet the needs of older people in small 


meeting will center on how to 
communities and rural areas where the wide 
range of social services and health facilities 
to be found in cities is not available. Confer- 
ence leaders will discuss the various sources 
of help for older people in the South such 
as state agencies, churches, and farm groups 


as well as national resources. Participating 
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All news and announcements for this 

department should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Street, Minneapolis 3, Minnesota. 


in the Conference, which is co-sponsored by 
the Governor of North Carolina’s Coordinat- 
ing Committee on Aging, will be members 
of the National Committee living in the 
region and the faculty of Duke University. 


Regional Conferences Planned 

The Governor’s Council on Aging of the 
state of Washington will co-sponsor, with 
local committees, four regional conferences 
on aging in September and October. Floyd 
C. Miller, chairman of the Council, has ap- 
pointed Frederic T. Giles, president of Ever- 
ett Junior College and Council member, 
chairman of the conference planning com- 
mittee. Objectives of the conference will be 
to secure first-hand reports about what is 
being done and what needs to be done on 
the problems and needs of aging persons in 
the various areas of the state and to stimulate 
local groups in their activities and services 
through conference participation. Tentative 
headquarters for the four conferences are 
Ephrata, Walla Walla, Longview, and Seat- 
tle. 


National Forum Schedules Meeting 

The National Health Forum, an annual con- 
ference sponsored by the National Health 
Council, will hold its 1960 meeting in Miami 
Beach the week of March 13, with the theme 
Health of Older People. Dr. Edward L. 
Bortz, former president of the American 
Medical Association and now chief of the 
medical service at Lankenau Hospital, Phila- 
delphia, will serve as chairman of the Forum. 
Further information may be obtained from 
the National Health Council, 1790 Broad- 
way, New York City 19. 

(Continued on page 98A) 
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Its about time 


someone found a better way 
and here itis... 


An economical, easy-to-use unit for drainage collection 
that affords patient and nurse added convenience; saves 
time and money for your hospital. 
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BARDIC STERILE = = | 
BEDSIDE DRAINAGE BAG = 
Unbreakable plastic, sterile; \ oe 
2000 ce capacity. Transparent —_ = 
and calibrated for easy meas- er r 
urement of patient's output. —.. 
BARDIC DUAL HANGER =~ 
Easily slipped over bed rail j sis 


or side of wheel stretcher. For 
ambulatory patients, hanger 
serves as a handle. Durable 
plastic coating. 


Aids nursing care—providesa simple yet effective ‘‘closed system” 
without special connectors, stoppers or caps. Reduces offensive 
odors and prevents entrance of air-borne contamination. Sterile 
bag reduces danger of ascending infection. Unit is easily emptied 
without fuss or bother. 


Solves storage problem—500 bags occupy less shelf area than 
2 glass jugs or 4 used i.v. bottles. 


Simplifies housekeeping—the Bardic unit, suspended above the 
floor, helps maintain the neatness and clinical appearance of the 
modern hospital .. keeps floor cleared for cleaning, does away 
with unsightly bottles, eliminates breakage and spilled urine. 


The Cost? . . . as little as 544¢ per day; less than the expense of 
collecting, washing, sterilizing and storing jugs or bottles 


Cc. R. BARD, INC. SUMMIT, N. J. 


ORDER FROM YOUR HOSPITAL SUPPLY DEALER 
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Cancer Symposium Planned 

A Symposium on Evaluation of Early Diag- 
nosis of Cancer will be presented at the 
Annual Scientific Session of the American 
Cancer Society which will be held October 
26 to 27 at the Biltmore Tlotel, New York 
City. Chairmen for the four half-day sessions 
are Dr. Calvin T. Klopp of George Washing- 
\shbel C. Williams, Du- 
val County Medical Center, Jacksonville, 
Florida; Dr. Frank W. Foote, Jr., 
Center for Cancer and Allied Diseases, New 
York City; and Dr. Glenn H. Leak, Uni- 


versity of Buffalo. The program is approved 


ton University; Dr. 


Memorial 


and recommended by the American Academy 
of General Practice for twelve hours of Cate- 


gory II credit for its members. 
. 


Italian Society Plans Congress 

The 47th National Congress of the Italian 
Society of Obstetrics and Gynecology will be 
Bari, Italy. 


Among the topics to be discussed are the 


oO" 


held September 27 to 30 in 


anatomy and physiology of the cervical mu- 
cosa, the effect of radiation on the endo- 
metrium, and the anatomy and biochemistry 


of the uterine musculature. 
. 


Other Meetings of Geriatric Interest 

September 3 to 8—National Council on 
Psychological Aspects of Disability, annual 
convention, Cincinnati. 

September 6 to 12—World Confederation 
for Physical Therapy, third congress, Paris, 
France. 

September 28 to October 2—National Rec- 
reation Congress, forty-first annual meeting, 
Morrison Hotel, Chicago. 

October 23 to 25 Heart As- 


sociation, thirty-second annual scientific ses- 


{merican 


sions, Philadelphia. 
November 12 to 14—Gerontological So- 
ciety, Inc., twelfth annual scientific meeting, 


Statler Hotel, Detroit. 
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November 29 to December 2—National So- 
ciety for Crippled Children and Adults, Inc., 
annual convention, Palmer House, Chicago. 

December 8 to 9—National Social Welfare 
Assembly, annual meeting, Hotel Biltmore, 
New York City. 

December 9 to 10—The National Commit- 
tee on the Aging, annual meeting, Hotel 
Biltmore, New York City. 

June 6 to 10, 1960—Canadian Conference 
on Social Work, Halifax, Nova Scotia. 

January 1961—Second White House Con- 
ference on Aging, Washington, D.C. 


Gerontology Courses Offered 

In its 1959-1960 curricula, Ohio State Uni- 
versity will offer for the first time a graduate 
seminar on Social Gerontology through the 
Department of Anthropology and Sociology. 
Raymond Sletto, Ph.D., is chairman of the 
department, and Jerome Kaplan, an as- 
sociate editor of Geriatrics, will be the lec- 
turer for the course, which is open to all 
graduate students. 


A combined camping session and seminar 
on Living in the Modern Age will be con- 
ducted by Camp Cherryfield for Adults at 
North August 8 
to 22 with a fee of $120 per person. Leading 


Brevard, Carolina, from 
the seminar will be assistant professor Frances 
Clay of the University of Tennessee School 
of Social Work. Further information may be 
obtained by writing to the director, Louise 
Blackwell, P. O. Box 587 at the Camp. 


Writing Awards to be Given 

The American Urological Association will 
offer its annual award of $1,000 for essays on 
the result of some clinical or laboratory re- 
search in urology. First prise is $500; second 
prize, $300; and third prize, $200. Competi- 
tion is limited to urologists who were gradu- 
ated not more than ten years ago and to 
hospital interns and residents doing urologic 
research. The first prize essay will be present- 
ed at the forthcoming meeting of the Associa- 
tion, which will be held May 16 to 19, 1960, 
at the Palmer House in Chicago. Further 
information may be obtained by writing to 

(Continued on page 100A) 
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quiets the cough 
and calms the patient... 


Expectorant action 
Antihistaminic action 
Sedative action 

Topical anesthetic action 


PHENERGAN 


EArPEC TORANT Wyeth 
Promethazine Expectorant, Wyeth 
With Codeine Plain (without Codeine) Philadelphia 1, Pa 













NOW AVAILABLE... special 
non-narcotic formula with an 
antitussive action equivalent to 
that of codeine without codeine’s 
side-effects 


PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 
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the Executive Secretary, William P. Didusch, 
1120 North Charles Street, Baltimore. Essays 
should be in his hands before December 1, 
1959. 


Modern Medical Monographs have an- 
nounced that their second annual writing 
awards will be for unpublished manuscripts 
in the field of internal medicine. The first 
prize will be $500, and, in addition, the 
authors of the top ranking manuscripts will 
be offered a contract for publication of their 
work as a book in the series Modern Medical 
Monographs under standard royalty arrange- 
ments. The author must be a graduate phy- 
sician less than 40 years of age. Manuscripts 
including illustrations, if any, should be sub- 
mitted in duplicate by registered mail no 
later than October | to Richard H. Orr, 


M.D., 33 East 68th Street, New York City 21. 
The manuscript, including the bibliography, 
must consist of not less than 130 or more 
than 200 double-spaced typewritten pages, 
with one-inch margins and not more than 
30 illustrations. 


Rehabilitation and Research Grants 

During the first four months of this year, 
the Office of Vocational Rehabilitation 
awarded a total of more than 2.3 million 
dollars in grants to support 91 research and 
demonstration projects in 32 states, the Dis- 
trict of Columbia, and Puerto Rico under 
the amended Vocational Rehabilitation Act. 
Of this amount, $25,200 was awarded to the 
Hadley Memorial Hospital, Hays, Kansas, 
for work evaluation of older disabled per- 
sons to enhance their opportunities for em- 
ployment; $8,560 to the Visiting Nurse As- 
sociation, Louisville, Kentucky, to investigate 


(Continued on page 104A) 


proliferation and vascularity of the 
vaginal mucosa in postmenopausal patients — 


can be stimulated locally with 


to restore the integrity of atrophied, 
friable tissues, and lower the vaginal pH 
to an acid range...a physiologic 
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Squibb Testosterone Enanthate and Estradiol Valerate 


approximately 4 weeks of effective therapy with only one injection 


e minimizes or eliminates unwanted sexual effects 


e well tolerated and convenient administration—low viscosity permits 
easy IM injection with small-gauge needle 


DELADUMONE relieves physical, mental and emotional distress 
in the climacteric and corrects hormonal imbalance and protein loss. 


Other indications: prevention of lactation 

postpartum breast engorgement 
osteoporosis in men and women 

Dosage: 1 to 2 cc. as a single intramuscular 
injection, every 3 to 4 weeks, depending 
on clinical response. 

Supply: Vials of 1 and 5 ce. Each cc. contains 
90 mg. testosterone enanthate and 
4 mg. estradiol valerate. 


% — 


for convenient, | iC vIN H 
effective oral therapy i\/ 1‘ 14 TABLETS 


Squibb Methyltestosterone and Ethiny] Estradiol 
Bottles of 100 and 1000 tablets. Each tablet provides 4 mg. methyltestosterone and 0.008 mg. ethinyl estradiol. 


Squibb Quality—the Priceless Ingredient 





‘Deladumone’® and ‘Dumone’® are Squibb trademarks. 
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and demonstrate the rehabilitation value of 
providing physical therapy services to the 
homebound disabled; $17,786 to the Long 
Island Jewish Hospital, New Hyde Park, 
New York, to demonstrate the effectiveness 
of comprehensive rehabilitation services in 
a suburban community hospital, with spe- 
cific application to rheumatic and arthritic 
patients; $32,584 to the Medical and Health 
Research Organization, New York City, to 
assess the rehabilitation needs of chronically 
ill persons with musculoskeletal or neuro- 
muscular disabilities and to demonstrate the 
feasibility of coordinating rehabilitation serv- 
ices to meet their needs; $12,235 to the Com- 
munity Council, Greensboro, North Caro- 
lina, to develop and demonstrate a compre- 
hensive program of coordinated community 
services in the vocational rehabilitation of 
the chronically ill; and $52,725 to the State 
Department of Health, Seattle, Washington, 
to demonstrate the rehabilitation potentials 


of the chronically ill. 


The Deafness Research Foundation has 
awarded initial grants of $13,240 from Foun- 
dation funds for basic research in hearing 
and deafness. The Foundation, which was 
established a year ago, is the only national 
voluntary health organization, founded and 
directed by laymen, devoted primarily to 
fundamental research in the causes, preven- 
tion, and cure of deafness. One grant of 
$5,000 went to the College of Physicians and 
Surgeons, Columbia University, to conduct 
a statistical study of the incidence, type, and 
severity of hearing impairment at all ages 
in the population and for an investigation 
of the causes of congenital malformations 
of the ear. 

Applications are now being accepted by 
the American Heart Association for support 
of research to be conducted during the fiscal 
year beginning July 1, 1960. September 15 is 
the deadline for applying for research fellow- 
ships and established investigatorships, and 
November 1 is the dealine for grants-in-aid. 
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Further information and application forms 
may be obtained from the Assistant Director 
for Research, American Heart Association, 
44 East 23rd Street, New York City 10. 


Gerontologic Institute Planned 

The University of California has announced 
that its Berkeley campus has the beginnings 
of an Institute of Gerontology and that the 
Los Angeles and San Francisco campuses 
have similar programs under consideration. 
All of these will become associated through 
a liaison committee to coordinate programs, 
research and_ service activities, and long 
range developments. The Berkeley Institute 
is being established through the Institute of 
Human Development under the direction 
of Dr. Harold E. Jones. According to Dr. 
Hardin Jones, associate director of the In- 
stitute, the long-time longitudinal study of 
child development will be extended into 
the later years. Included in the program will 
be studies of population samples, human nu- 
trition, public health, the behavioral sci- 
ences, demography-sociology, medicine, re- 
tirement age, and the problems of aged and 
retired people. 


Home Care in Connecticut 

As a result of home care plans in Greenwich 
and Hartford, one telephone call from a 
physician can bring to his patient’s bedside 
not only nursing but homemaker services; 
loan of a hospital bed, wheel chair, or other 
equipment; physical, speech, and occupation- 
al therapists; health supervision and coun- 
seling; and social welfare assistance. These 
services are supplied by a number of special- 
ized agencies working together in a concerted 
plan, with the patient’s own physician in 
charge. In this way, home care focuses on 
each patient in his own home the services 
of the Visiting Nurse Association, the Family 
Service Society, the American Red Cross, or 
other appropriate organizations. 

° 


New Laboratory Opened 

The opening of the new Laboratory of 

Cytology at Hahnemann Medical College, 
(Continued on page 109A) 
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Philadelphia, was marked by the presenta- 
tion of a symposium on cytology on Feb- 
ruary 27. Speakers included Dr. Cyrus C. 
Erickson, professor of pathology at the Uni- 
versity of Tennessee, Dr. Irene Koprowska, 
director of the new laboratory, Dr. Peter A. 
Herbut of Jefferson Medical College, Dr. 
Emerson Day, director of the Strang Cancer 
Prevention Clinic of Memorial Hospital, 
New York City, and Dr. James W. Reagan 
of Western Reserve University School of 
Medicine. The laboratory, approved by the 
Board of Schools of Medical Technologists 
of the American Society of Clinical Patholo- 
gists, is one of a limited number recognized 
as training centers for pathologists and tech- 
nicians. In a program supported by the Unit- 
ed States Public Health Service, it has par- 
ticipated in a mass population screening for 


the early detection of cancer and has also 
been conducting studies concerned with the 
chemical induction of cervical carcinoma in 
mice. 


Council Achieves Cabinet Status 

In recognition of the importance of the 
needs and problems of older persons, Presi- 
dent Eisenhower has raised the Federal 
Council on Aging to cabinet rank. Arthur 
S. Flemming, secretary of the Department 
of Health, Education, and Welfare, will 
serve as chairman of the reconstituted Coun- 
cil, which has had subcabinet status since 
April 1956, and other members will be the 
secretaries of Agriculture, Commerce, Labor, 
and the Treasury. 


New Films Planned 

The National Committee on the Aging of 

the National Social Welfare Assembly has 

announced that it will produce five films on 
(Continued on page 110A) 
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the subject of preparation for the later 
years. This informative and educational pro- 
eram, the most extensive of its kind ever 
launched by the Committee, is designed to 
reach millions of people both in this coun- 
try and abroad. Each film, which will run 
about thirty minutes, will be accompanied 
by film strips and discussion guides and other 
literature, comprising a complete audiovisual 
program. The first film, to be produced this 
summer, will be a general introduction to 
the problems of retirement with emphasis 
on the maintenance of financial independ- 
ence in the later years. Other subjects to be 
featured in the series, which will take two 
years to complete, include physical and men- 
tal health, work and leisure time, housing 
and living arrangements, gradual retirement, 
and _ seif-employment. 


Conference Reports 

Society and the Health of Older People was 
the theme of the ninth annual meeting of 
the Southern Conference on Gerontology, 
held March 19 to 20 at the University of 
Florida, Gainesville. Participants considered 
such questions as the interplay of mental, 
emotional, and social factors with somatic 
factors in producing degrees of good or poor 
health and the responsibility of organized 
medicine and public health in the health 
care of the aged. 

Harry M. Philpott, vice president of the 
University of Florida, presided at the open- 
ing session, at which the keynote address, 
High-Level Wellness for the Older Person 
and Its Relation to Community Health, was 
presented by Halbert L. Dunn, M.D., chief 
of the National Office of Vital Statistics. The 
symposia which followed included Anthro- 
pological and Sociological Aspects, with T. 
Lynn Smith, graduate research professor of 
sociology at the University of Florida, pre- 
siding; Psychological, Psychiatric, and Eco- 
nomic Aspects, with John S. Allen, president 
of the University of South Florida, presiding; 
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Psychosocial Aspects of the Health of Older 
People with George T. Harrell, M.D., dean 
of the College of Medicine of the University 
of Florida, presiding; and Public and Pro- 
fessional Aspects of the Health Care of the 
Aged, with Russel, S. Poor, provost of the 
University of Florida Health Center, pre- 
siding. 

The Conference was planned and conduct- 
ed by the Institute of Gerontology of the 
University of Florida and the General Ex- 
tension Division of Florida with the coopera- 
tion of local agencies concerned with the 
problems of aging. 


The Later Years—Independent and Pro- 
ductive was the theme of the Middle Missis- 
sippi Valley Regional Conference on Aging 
held in St. Louis April 15 to 17. Economic, 
social, and medical problems of our aged 
population were studied and discussed by 
over 250 participants representing the fields 
of business, medicine, government, and _so- 
cial work. 

Raymond R. Tucker, mayor of St. Louis, 
spoke to the opening session, at which the 
keynote address was presented by Bertha S. 
Adkins, undersecretary of the Department 
of Health, Education, and Welfare. During 
the Conference, 5 simultaneous workshops 
were held, covering the subjects How to 
Establish Community Programs, ‘Toward In- 
dependent Living, Housing and Living Ar- 
rangements, Administering Nonprofit Shelter 
Care Facilities, and Employment and Retire- 
ment. 

On April 16, a panel discussion entitled 
The Adequacy of Current Health Services 
for the Aged was held under the leadership 
of Dr. David Littauer, executive director of 
the Jewish Hospital of St. Louis, followed 
the next day by a special luncheon meeting 
at which Dr. Jack Weinberg, attending 
psychiatrist at Michael Reese Hospital, Chi- 
cago, spoke on The Emotional Aspects of 
Aging. At a second luncheon meeting, de- 
voted to the effects of our aging population 
on business and economics, G. Warfield 
Hobbs, chairman of the National Committee 
on Aging, and Dwight S. Sargent, personnel 
director of Consolidated Edison Company of 

(Continued on page 114A) 


GERIATRICS, JULY 1959 











Dosag 
lets ( 
daily. 
switch 
plus 1 
For ce 


*TRADEMA 





59 








protects 
against 


anginal 
attacks 





RUSSEK: peEtTN is “. . 

the most effective drug 
currently available for 
prolonged prophylactic 
treatment of angina pec- 
toris.”! Prevents some 
80% of anginal attacks. 


PETN 


(pentaerythritol tetranitrate) 





eases 
cardiac 


iRsyatsieyal 





RUSSEK: “I favor aTarax [as 
the tranquilizer for the anx- 
ious cardiac] . . . because 
there is an absence of side- 
effects with this drug, and 
also because in cardiacs who 
are troubled with ectopic 
beats, ATARAX has a quini- 
dine-like action.”? 


+ ATARAX 


(brand of hydroxyzine) 


(PETN + ATARAX) 


Dosage: Begin with 1 to 2 yellow carTRAX “10” tab- 
lets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased by 
switching to pink CARTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). 


For convenience, write “CARTRAX 10” or “CARTRAX 20.” 


* TRADEMARK 





Supplied: In bottles of 100. 


References: 1. Russek, H. I.: Postgrad. Med. 19:562 (June) 

1956. 2. Russek, H. I.: Presented at the Symposium on the 
valle of Cardiovascular Problems of the Aged, Dade 
County Medical Association, Miami Beach, April 12, 1958. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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New York, spoke under the chairmanship of 
J. Wesley McAfee, president of the Union 
Electric Company of St. Louis. 

The Conference was sponsored by the 
National Committee on the Aging of the 
National Social Welfare Assembly, New York 
City, in cooperation with the Health and 
Welfare Council of Metropolitan St. Louis. 
Conference chairman was William Gonter- 
man, chairman, Standing Committee on Ag- 


ing of the Health and Welfare Council. 


« 
A special conference on The Church and 
Its Older Adults was held for clergymen and 
other church leaders at the Continuation 
Center of the State University of Iowa April 
13 and 14 under the auspices of the Uni- 
versity’s Institute of Gerontology and School 
of Religion. Dr. W. W. Morris, director of 
the Institute and assistant dean of the Col- 
lege of Medicine, presided at the opening 
session. A paper entitled Population Aspects 
of Aging and Their Significance for the 
Church was presented by Professor Harold 
W. Saunders, chairman of the department of 
sociology and anthropology, and Professor 
J. R. Wilmeth of the sane department spoke 
on Sociology of Religion and the Older 
Adult. Professor Robert Michelson, admin- 
istrative director of the School of Religion, 
discussed Attitudes and Needs of Older 
Adults, and Dr. Maurice E. Linden, director 
of the Division of Health of the Philadelphia 
Department of Public Health, spoke on The 
Church, Mental Health, and Aging. 

The second session, presided over by H. 
Lee Jacobs, research associate of the Institute 
of Gerontology, included presentation of a 
paper on Areas of Neglect in the Church’s 
Program for Older Adults by Dr. Wallace 
Denton of the Midwest Counseling Center, 
Kansas City, Missouri, and panel discussions 
led by Nelson I. Baxter, pastor of Edwards 
Congregational Church of Davenport, Iowa, 
and Roy Wingate, pastor of the First English 
Lutheran Church, Iowa City. 
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The New Jersey Governor's Conference 
on Aging, which was presented by the New 
Jersey State Commission on Aging, was held 
in Trenton on April 16. Following the theme, 
The Senior Citizen in the Community, 6 
speakers presented papers on aging and at- 
tempted to answer the questions: What are 
the needs of our senior citizens?; How have 
these needs been met elsewhere?; and How 
can these solutions and others be applied in 
New Jersey communities? The opening ad- 
dress, The Senior Citizen as Seen from a 
Governor’s Desk, was presented by Governor 
Robert B. Meyner, followed by Growing 
Older—and Still Growing by Belle Boone 
Beard, Ph.D., chairman of the department 
of sociology at Sweet Briar College, and Ac- 
cent on Health by David E. Price, M.D., of 
the United States Public Health Service. 

M. Carter McFarland of the United States 
Housing and Home Finance Agency spoke 
on Housing Our Senior Citizens. Enough To 
Live On was the topic of Wilbur J. Cohen 
of the University of Michigan School of So- 
cial Work, and Eone Harger of the New 
Jersey State Department of Health conclud- 
ed the meeting with an address entitled 
What We Have and What We Need in New 
Jersey. 


Participating in an aging conference which 
was held May 8 to 9 in Salt Lake City under 
the sponsorship of the American Medical 
Association’s Committee on Aging were 250 
representatives of medicine, women’s organi- 
zations, churches, labor, industry, govern- 
ment, and other groups interested in the 
health of the aging. Objectives were to ap- 
praise the significance of the longer life span 
and its impact on individuals and society; 
analyze relationships between social, eco- 
nomic, psychologic, and physiologic factors 
and the health of older persons; and explore 
the opportunities and needs created by a 
growing population of older persons. Among 
the topics covered were compulsory retire- 
ment, financing health care, group responsi- 
bility in the field of aging, the coming White 
House Conference on Aging, homemaker 
services, rural home care programs, rehabili- 
tation in nursing homes, and retirement. 
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Reducing Agent in New Form 


Continuous appetite control through a sin- 


gle daily dosage of new Preludin Endurets 
has been reported by Geigy Pharmaceuticals, 
Ardsley, New York. Containing 75 mg. of the 
active principle, as compared to the 25 mg. 
in regular Preludin tablets, the new dosage 
form will provide a convenient means of con- 
trolling appetite while eliminating the nec- 
essity of taking several doses through the 
day. Laboratory studies show that the active 
principle, uniformly dispersed through a 
specially designed matrix, is released over 
a period of hours at a rate sufficient to main- 
tain the required blood level. Since few pa- 
tients tend to overeat at breakfast, it is ad- 
vised that the daily dosage be given at mid- 
morning, 


control until bedtime. 


thus assuring adequate appetite 


e 
Antibacterial Drugs Studied 
In an attempt to standardize terms and 


methods of deiermining the effectiveness of 
combinations of antibacterial drugs, two 
Dutch investigators, Drs. A. J. Zwart Voor- 
spuij and L. H. Bokma, developed a system- 
atic approach to these problems in a study 
of the 
(supplied as Furadantin by Eaton Labora- 


combined action of nitrofurantoin 
tories, Norwich, New York), chloramphenicol, 
and erythromycin on a strain of Proteus 
vulgaris. The investigators point out that, 
in comparing the antibacterial potency in 


vitro of drug combinations with their in- 
dividual components, account must be taken 
of antibacterial effect, amount of drug, and 
time, with potency being expressed in terms 
of additivity, antagonism, or synergism. Tests 
in vitro of a large number of combinations 
of the three antibacterials revealed that “‘all 
mixtures showed a more or less synergistic 
action” against a strain of Proteus vulgaris, 
with maximal synergism observed in com- 
positions of about 30 per cent nitrofurantoin, 
10 per cent chloramphenicol, and 60 per cent 
erythromycin. 
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New Relief for Muscle Stiffness 

A new chemical entity, carisoprodol, has 
been incorporated into Soma, a new drug 
for relief of pain and stiffness in muscles 
and joints. Manufactured by Wallace Lab- 
oratories of New Brunswick, New Jersey, the 
drug is recommended for acute inflammatory 
traumatic and degenerative conditions af- 
fecting muscles and joints, including lumbo- 
sacral and sacroiliac strain; whiplash in- 
juries; wry neck, bursitis, and postoperative 
muscle pain; and inflammations of muscle 
and tendon sheaths. Each Soma tablet con- 
tains 350 mg. of carisoprodol, and the usual 


adult dosage is one tablet four times a day. 
* 


Booklet on Poison Control 
In an effort to aid poison control centers in 
supplying physicians and hospitals with au- 
thoritative information on overdosage with 
new pharmaceuticals, Abbott Laboratories, 
North Chicago, has published a new booklet 
which lists selected Abbott products not 
likely to be listed in standard reference 
works because they are too new or contain 
a number of ingredients. Information given 
for each product includes ingredients, de- 
scription, toxicity, and symptoms and treat- 
ment of overdosage. Designed to make in- 
formation on the company’s products avail- 
able to poison control centers for rapid 
dissemination to physicians and hospitals in 
emergencies, the booklet has been distributed 
to all of the more than 170 centers current- 
ly operating in the United States. It will also 
be available on request to hospitals where 
patients with poisoning may be admitted 
for treatment and to physicians particularly 
treatment of 


concerned with the such pa 


tients. 
* 


Aerosol Analgesic Developed 

Relief from pain associated with such muscu- 
loskeletal disorders as rheumatoid arthritis, 
osteoarthritis, rotator-cuff tendonitis, fibro- 
myositis, phantom limb pain, and muscle 
sprains is afforded by a new aerosol analgesic 
foam. Ger-O-Foam, 
Geriatric Pharmaceutical Corporation of Bel- 

(Continued on page 120A) 
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lerose, Long Island, New York, is composed 
of methy] salicylate, benzocaine, and volatile 
oils in a specially processed, neutralized 
emulsion base. ‘The analgesic and anesthetic 
agents are absorbed percutaneously with the 
fatty acid base to permeate to affected sen- 
sory endings, thus enhancing the usefulness 
of massage by reduction of pain and spasm 
and permitting exercise with improvement 
in function and range of motion. Also ef- 
fective in the treatment of painful healed 
fractures, painful limbs following cerebro- 
vascular accidents, and low back pain, Ger-O- 
Foam may be used following treatment by 


diathermy. 


Drug for Ear Infections 

An ear drop that combines a topical anes- 
thetic with 2 antibiotics effective against the 
bacteria that commonly cause infections of 
the ear canal has been developed by the Pit- 
man-Moore Company of Indianapolis. In- 
dicated in the treatment of pain, pruritus, or 
infection in otitis externa and pain of my- 
ringitis associated with otitis media, Neo- 
Polycin Otic contains 1 per cent dyclonine 
hydrochloride, 2 mg. neomycin (present as 
sulfate), and 4,000 units of polymyxin B 
sulfate per gram in a special modification of 
the Fuzene base. This base permits the re- 
lease of high concentrations of the active 
ingredients into serum, exudates, and ceru- 
men and provides enough viscosity to insure 
that the medication adheres to the inflamed 
external meatus, yet spreads readily through- 
out the affected area. Neither the vehicle 
nor the ingredients will irritate tissue, and 
the index of sensitivity is very low. 


(Continued on page 122A) 










in the 
senility syndrome 


cerebral arteriosclerosis 
and mental confusion 





vasodilator 
MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 


Each scored tablet contains 
pentylenetetrazole 100 mg. 
(1% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 


Literature and samples 
available upon request. 


MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 


GERIATRIC PHARMACEUTICAL CORP. 
BELLEROSE, L. 1, N. Y. DEPT. GER 7-59 
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SARDO acts promptly to help restore needed 
natural oil and moisture’ to dry, itchy skin, by 
helping to re-establish the normal lipid-aque- 
ous balance. Thus SARDO eases irritation, 
soothes, softens, brings sustained comfort. 


USED IN THE BATH, SARDO releases millions 
of microfine water-dispersible globules* to pro- 
vide an emollient suspension which enhances 
your other therapy ... in prickly heat, intertrigo, 





insect bites, skin dryness and itch of atopic der- 
matitis, eczematoid dermatitis, senile pruritus, 
soap dermatitis, etc.! 


Patients appreciate pleasant, convenient, easy- 
to-use SARDO. Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. 


Write for Comples and literature... 
75 East 55th Street 


Sardeau, TNC. New York 22, New York 


© 1959 *Patent Pending, T. M, 
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EFFECTIVE 


4 WAY CONTROL OF 
AMMONIACAL DERMATITIS 
DECUBITUS ULCERS 
HARSH AMMONIA ODORS 


japarene. 


CHLORIDE 





DIAPARENE 
OINTMENT 
Therapeutically effective for decubitus ulcers, and 


controls offensive odor usually encountered in in- 
continents.1,2 











DIAPARENE DUSTING 
POWDER 


Dusted into bed linens, works as adjuvant 
therapy with DIAPARENE RINsE for de- 
cubitus ulcers, with a marked decrease 
in the usual offensive odors.1.2 











DIAPARENE 
PERI-ANAL® CREME 


Healed or improved all cases of decubitus ulcers 
under observation.2.3 








DIAPARENE 
SURGICAL SOLUTION 
DIAPARENE impregnated dressings, dia- 


pers, or towels are effective prophylacti- 
cally in urinary excoriation.45 








HOMEMAKERS PRODUCTS DIVISION 


GEORGE A. BREON & COMPANY, 1450 BROADWAY, NEW YORK 18, N. Y. 


(1) Smigel, J.0.: M. Times 83:408, April 1955 

(2) Smigel, J.O., et al: J. Am. Geriatrics Soc. 5:671, July 1957 
(3) Craven, D.M.: Am. J. Nursing 56:1293, October 1956 
(4) Nagamatsu, G., et al: Geriatrics 4:5, Sept.-Oct. 1949 


(5) Barwise, C.M., ‘Caron, M.A.: Mental Hospitals 3:6, 
June 1952 
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; | New Antihypertensive Drug 


| Synthesized by the Squibb Institute for Medi- 
cal Research, Rautrax is a combination of 
the whole root of Rauwolfia serpentina and 
diuretic flumethiazide. De- 


signed to provide antihypertensive, diuretic, 


a new 


agent, 


and saluretic effects, the new compound ex- 


tends the usefulness of Squibb’s standardized 
| whole root Rauwolfia preparation, Raudixin, 
| to afford effective management of hyperten- 
| sion under a number of conditions. Rautrax, 
| which is supplied in capsule-shaped tablets 
by E. R. Squibb & Sons, New York City, is 
indicated when there is need for prompter 


or greater reduction of blood pressure; when 


| abnormal fluid retention is present with or 


| without clinically visible edema or conges- 


tive heart failure; when there is insufficient 
response to a single hypotensive agent; and 
when partial or complete replacement of 
potentially more toxic hypotensive agents 
is desirable. 


| 
e 
Progress Report 
Following are excerpts from the annual re- 
president of G. D. 
“Our 
seventieth year in the pharmaceutical busi- 


port of John G. Searle, 


searle & Co., Chicago, to share owners: 


ness has been one of unusual activities... . 


By acquiring Root Chemical Incorporated 
and its wholly Productos 


Esteroides S. A. 


owned subsidiary, 
de C. V. 
put ourselves into the chemical business and 


of Mexico, we have 


acquired facilities enabling a broadening of 
our research in steroid chemicals, which now 
appear to be the most promising answer to 
the treatment, of degenerative diseases. 
“The 
Enovid and 


introduction in 1957 of Dartal and 
in 1958 of several new dosage 
Useful 


in various forms of vertigo and dizziness, 


forms contributed to sales increase. 


Dramamine-D is finding its place in the 
treatment of a wide variety of conditions in 
which alertness and central nervous system 
| stimulation desirable 


are adjuncts to the 


” 


prevention of nausea and vomiting. 
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